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Possessing a definite hydrocholeretic action 


KETOCHOL* 


> Stimulates hepatic function thereby 
increasing the flow of bile 


> Promotes biliary tract drainage, and 
> Alleviates gallbladder stasis— 


the desired purposes of gallbladder therapy. 


KETOCHOL~the 4 bile acids normally found in bile in 
oxidized (Keto) form. 


SEARLE eresearcn IN THE SERVICE OF MEDICINE 
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THE A. M. A. INTERIM SESSION 


The Interim (Clinical) Session of the Ameri- 
can Medical Association was held in Los Angeles, 
December 4-7, 1951. The official headquarters 
where the meetings of the House of Delegates 
were held was the Biltmore Hotel. The exhibits 
and scientific meetings were housed in the large 
Shrine Convention Hall. 

The attendance was the largest for any of the 
midyear clinical sessions held to date. On the 
first day nearly 2500 physicians were registered, 
and this number was well over 4000 late in the 
third day. We were unable to get the final 
physician registration, although it was stated 
that previous records were broken well before 
the end of the meeting. 

In addition to the physican registration, more 
than 3000 guests had been registered on the third 
day, many of these being interns, residents, 
nurses, technicians, and members of allied pro- 
fessions. There were more scientific and techni- 
cal exhibits than had previously been on display 
at the Clinical Sessions, and all exhibitors were 
busy throughout the entire meeting. 

The House of Delegates was in session all day 
Tuesday and Thursday, while Wednesday was 
the day set aside for meetings of Reference Com- 
mittees to which the many reports, resolutions 
aud other matters had been referred. Several 
of these reference committees were in session 
throughout a long evening so that their reports 
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and recommendations could be delivered before 
the House the following morning. As is always 
the case at meetings of the House of Delegates, 
a large amount of business was cared for, and 
many actions taken. 

A complete report of the transactions of the 
House of Delegates will be published in early 
issues of the Journal of the American Medical 
Association, and should be read by every mem- 
ber, so that all will be informed as to what was 
done by a truly Democratic body at a regular 
session. 

The Illinois State Medical Society had the 
usual ten official Delegates present at each 
session of the House, and several of them had 
been given important assignments on reference 
committees by the speaker, who selects the per- 
sonnel of these important committees. In addi- 
tion to the ten regularly elected delegates, there 
were four delegates representing as many scien- 
tific sections who are members of the Illinois 
State Medical Society. 

A number of component societies of the 
Illinois State Medical Society have recently 
approved resolutions urging the abandonment of 
Fellowship membership in the A. M. A., and 
having only one membership classification. This 
has already been approved by the House of Dele- 
sates, but as it requires a change in both the 
Constitution and By-Laws of the A. M. A. final 
action cannot be taken until the regular 1952 
annual meeting to be held in Chicago next June. 


However, the Board of Trustees has ruled that 
Fellowship dues will not be collected for 1952, as 
the changes are to be made at the annual meet- 
ing, which had previously been recommended by 
the House of Delegates. 

One of the highlights of the Clinical Session 
in Los Angeles, was the open meeting held in 
the Shrine Auditorium on Wednesday night, 
with Senator Robert A. Taft of Ohio, and Sena- 
tor Harry F. Byrd of Virginia sharing the 
platform at an open meeting of the House of 
Delegates. The auditorium seats 6800 people, 
and before the meeting opened thousands were 
unable to get into the building. 

With an outstanding leader of both major 
political parties this was strictly a non-partisan 
meeting, with both speakers warning the Ameri- 
can people of the present trends and danger of 
“creeping socialism”. The addresses were broad- 
cast over a nation wide radio hook-up so that 
people in all parts of the nation could hear the 
fine addresses. 

The next annual meeting of the A. M. A. will 
be held in Chicago June 9-13; and the Clinical 
Session will be held in Denver, Colorado, the 
first week in December. This is the member’s 
own meeting, and these meetings should be at- 
tended by every member of the A. M. A. who is 
able to make the trips, and they are arranged 
for different parts of the country so that it will 
be relatively easy for any physician in any part 
of the United States to attend some of them. 

All members should attend the meetings and 
learn first hand what the A. M. A. is, and what 
it is doing for you, the members, as well as the 
many things being done constantly for the public 
as a whole. You should, as a member, know your 
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COOPERATION BETWEEN 
PHYSICIANS A NECESSITY 


A Florida physician’ pleaded recently for more 
cooperation between the physicians of the north 
and south. He referred specifically to the care 
of individuals sent to warmer climates for health. 
In his opinion, more could be accomplished if 
the northerner took the time to instruct patients 
on the details of transportation, when to consult 
ard what to bring the local resort physician. 

He cited many examples of the problems en- 


countered in Florida. “In some patients under 
our care who were sent to Florida for postopera- 
tive convalescence, acute coronary occlusion has 
developed. While holding the confirmatory 
evidence in our hands, we have been told over 
the long distance telephone by their attending 
physicians that the condition they obviously had 
could not have developed in these patients. 

“We have called distant attending physicians 
for advice about their patients who had pneu- 
monia and have been told to send them back by 
airplane immediately, regardless of their condi- 
tion. In one such instance, the patient had a 
temperature of 105 F. at the time. 

“We have attended patients with poor operative 
results who had been advised that climate would 
cure them. We recall in particular a patient 
removed from the train to the hospital by ambu- 
lance, who stayed in the hospital two and a half 
months. 

“There have come under our observation 
patients with advanced cardiac disease in whom 
subacute failure developed in the railroad station 
en route to Florida, through hurrying to catch 
their train in order to come here for a ‘Test.’ 

“Patients referred by distingished colleagues 
have failed to come to us on arrival. We have 
seen them for the first time days to weeks after 
they had arrived, often in acute failure and 
sometimes with their condition complicated by 
acute alcoholism. 

“We have known divorce to result from one 
parent accompanying a child with rheumatic 
heart disease to Florida while the other parent 
remained at home.” 

Since there are two sides to every question we 
are in no position to debate these points. In all 
probability confidence is the important considera- 
tion and the Florida (or California or Arizona) 
physician is at a disadvantage because he is the 
stranger. Nevertheless, we should take his criti- 
cism to heart and those who are guilty can act 
accordingly. 

The Floridian also presented some constructive 
ideas. He felt that much could be accomplished 
if the northern physician sent to them directly 
the records, electrocardiographic tracings, and 
the list of medication by mail or with the patient. 
This might save days of hospitalization, long 
distance telephone calls and unnecessary labora- 
tory tests. He was of the opinion also that the 
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patients would benefit if they were told to see the 
southern physician shortly after arrival in order 
to be advised against the too sudden assumption 
of strenuous activities, excessive drinking and 
sun bathing. This may sound unnecessary to the 
northerner but these are definite problems in 
vacation spots or wherever individuals gather 
with too much leisure time. 

Transportation was discussed also. He sug- 
gests that the cardiac patient be sent by train 
because it represents the best and safest means 
of transportation for them. Traveling begins at 
home and a wheelchair trip through a terminal 
is much less humiliating than acute heart failure 
on the train en route. Furthermore, the train has 
many more facilities for rest. In his opinion, this 
is a definite advantage over the airplane. Fur- 
thermore, when the weather is bad and the flight 
is grounded, the health of some of these indi- 
viduals may be jeopardized by long periods of 
waiting or in uncomfortable bus or taxi trips. 
The automobile is the least desired. It is ex- 
hausting and the long hours in a sitting position 
may encourage pedal edema. On the other hand, 
if this mode of transportation cannot be avoided, 
the trip should be limited to two hundred miles 
a day. 

This is good advice and worth considering. 
We owe advice of this nature to our patients 
before wishing them God’s speed on their trip. 
It will eliminate some of their worries and allow 
them to reap the benefits of a more favorable 


climate. 

1, Murphy, Alvin E, Safeguarding the Part Time Florida 
Patient. The Journal of the Florida Medical Association, 
38: 259 (October) 1951. 


NATIONAL CONFERENCE ON 
MEDICAL SERVICE 


The National Conference on Medical Service, 
now twelve years old by title, and twenty-five 
years old by organization, will hold its 1951 
annual meeting at the Palmer House, Chicago, 
on Sunday, February 10, 1952. 

Harlan English, M.D., Danville, Illinois, 
serves the Conference this year as Secretary, 
and the Illinois State Medical Society acts as 
host. 

The tentative program as it stands today 


(December 10, 1951) is as follows: 


AMERICA’S NEXT SOCIAL AND 
HEALTH CRISIS 


(1) “Care of the Aged with Chronic Disease” 
a. Size of the Problem — To be presented 
by an outstanding insurance actuary. 
b. One Partial Solution — To be pre- 
sented by a representative of a city 
welfare department. 
(2) Capitol Comment — 
Joseph S. Lawrence, M.D., 
Washington, D. C. 
LUNCHEON 
Luncheon speaker: Hon. Everett McKinley 
Dirksen, U.S. Senator from Illinois 
“Our Citizens and their Doctors”. 
Veterans’ Medicine 
a. “Future Implications of Veterans’ 
Medical Care” — George Craig, Past 
Commander of the American Legion. 
b. “Unusual Problems in Veterans’ Medi- 
cal Care” — Admiral Joel T. Boone, 
Chief Medical Officer, Veterans Ad- 
ministration, Washington, D. C. 
ce. “Hometown Veterans’ Care — A Sue- 
cess or A Failure?’ — Speaker to be 
announced. 
(4) The Hospital Bill 
The final program will be mailed to all who 
registered at the 1951 annual meeting as soon 


as the material is complete. 


(3) 


CHICAGO MEDICAL SOCIETY 
OFFERS $1000.00 


The Trustees of the Chicago Medical Society, 
on recommendation of the Council, have ap- 
proved the offer by the Society of a prize of 
$1000.00 for the best plan for improved medical 
care, Every citizen of Cook County, except of 
course physicians’ families or employees, is 
eligible to compete. 

The principle plan which has been pressed so 


far, aside from our own voluntary insurance 
plans, is the Wagner-Murray-Dingell bills, which 


propose complete federal control and fail to pro- 
vide for several important groups. We helieve 
that a better plan can be developed and naturally 
prefer one where the patient and his doctor need 
not converse through a federal interpreter. 

Tf no better plan is presented, it may be con- 
cluded that there is no better plan. This would 
be a tragedy. 

Believing that good medical care is as much 
the responsibility of the patient as the doctor, the 
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Chicago Medical Society proposes to stimulate 
those who have ideas on this subject: to present 
them for examination. Consequently the news- 
papers will soon be asked to announce this offer 
and every doctor should make himself and his 
advice available to his friends and patients who 
wish to compete. 

Walter C. Bornemeier, Secretary. 
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ASIATIC CHOLERA IN ILLINOIS 


An Historic Episode 
David J, Davis, M.D., Permanent Historian 

Shortly before his death in 1946, Dr. Carl 
Black of Jacksonville wrote a letter to the writer 
about an historical episode that occurred in 1833 
during the Cholera Year in Illinois. At that 
time in Jacksonville, a Mr. James 8. Anderson, 
a reliable and intelligent man, was conducting 
an undertaker’s “shop”. Both his son and his 
grandson later continued in this vocation, both 
of whom Dr. Black in his later years came to 
know very well. ‘The grandson is still alive 
there and engaged in this occupation. 

Dr. Black quoted in the letter a comment 
written by Mr. James Anderson from Eames 
“Historic Morgan (County) and Jacksonville” 


as follows: 


“The first case made its appearance in May or 
June of the year 1833, A mover traveling by 


wagon through the country stopped here and his 
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ap- wife was taken sick. ‘The citizens went to his 
of assistance and the woman’s disease was pro- 
eq]  uounced a case of genuine Asiatic cholera. ‘The 
citizens conveyed the sick woman and the others 


to a log cabin outside of town, so as not to spread 
the infection, This cabin was on the ground now 
owned by George Mauzy, and where he lives at 
present. The woman died and the people burned 
the clothing, suppled the man with money and 
sent him on. IJ saw this woman just before she 
died, Myself and several companions went to see 
her out of curiosity. Two weeks afterward the 
second case appeared, being that of a young man 
from Exeter (about 15 miles west), who was 
Visiting relatives who kept a boarding house 
where Marble Block now stands. He died, and 
the disease began to spread rapidly. The town 
(Jacksonville) at that time contained about 500 
inhabitants, fully half of whom fled to the coun- 
try. Of those who remained about seventy-five 
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were attacked with the epidemic, of whom about 
fifty-five died. It was very maligant. Besides 
these quite a number who fled to the country 
died; some of them, I actually believed, were 
scared to death. When the disease first appeared 
my brother Robert, my partner Ross and myself 
were all working together. Robert became 
alarmed, and went to father’s on the farm near 
Murrayville (10 miles south). The next day 
he returned for Ross and I, but we concluded to 
take our chances and stay in town. We were 
both young, unmarried men and we left our shop 
(undertaker’s) and commenced to nurse the 
sick, and we were almost the only ones who de- 
voted our time to it. We went from house to 
house, sitting up night after night and day after 
day, waiting on the sick, preparing the dead for 
burial and doing what we could, The whole 
community seemed paralyzed, and but little 
business was done. I don’t believe that a man 
would have picked up a dollar if he had seen it 
in the street. We had a hard time getting any- 
thing to eat. Our boarding house was broken up, 
and no one could take us regularly, as all were 
either afflicted or waiting on those who were: 
but we were always welcome to a meal wherever 
we could find it. The scourge lasted six weeks, 
and was the most terrible that ever visited Jack- 
sonville. ‘The disease usually lasted from six to 
twenty-four hours before the sufferer died. Some 
curious cures were effected. Occasionally, after 
the doctors had given a patient up, one of what 
they called steam doctors would come in and 
cure him. 

“What about coffins ?” 

“Well, coffins are usually made to order. We 
never thought of keeping a stock on hand; when 
a person died the measure of the body was sent 
us and we made the coffin out of cherry wood and 
lined it with domestic, but it was very seldom 
that any attempt at any ornamentation was 
made.” 

“Were funerals as expensive in those days as 
now ?” 

“You can judge for yourself; a good cherry 
coffin for a first class funeral cost from $9 to 
$12. I kept a hearse myself and the charge for 
it was a dollar a funeral and sometimes nothing. 
It was not customary to provide a string of 
carriages for the use of the public. My hearse 
was my own invention. It was a kind of buggy 
with a long bed and moveable seat with a truck 
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to hold the coffin. I used to hire it to the boys 
to drive around in when not in use at a funeral. 
It costs more to bury a pauper now than it did 
in those days to bury the owner of a thousand 
acres of land.” 

During July of 1832 Asiatic cholera was car- 
ried by ship to Chicago with the troops of Gen- 
eral Scott. From there it was soon dispersed 


more or less generally throughout the State. 


The above episode is a realistic and first hand 
account not only of its ravages but of its insid- 
ious progress among a pioneer people little 
prepared to cope with it. As above stated, about 
10% of the 500 inhabitants of Jacksonville died. 
Many other communities in the State suffered 
to the same degree. 

Need we wonder why 1832-33 is still remem- 
bered as the Cholera Year in Illinois? 


DRUG RESEARCH 


Ninety per cent of the prescriptions written 
today could not have been filled in 1935. This 
is a token of the ever-rising pace of drug re- 
search. Most of the new drugs originate in the 
research laboratories of America’s large pharma- 
ceutical companies, which spend more than a 
hundred million dollars a year in “pure” re- 
search. Ever since Banting and Best called on 
Eli Lilly Company to find out how to mass- 
produce insulin there has been a cooperation be- 
tween medical scientists and drug manufacturers 
that has helped keep America healthy. 

Drug research is expensive. It takes a special 
kind of brains, and also a special kind of reckless- 
ness with money. It has been said that if one 
project in twenty results in finding a useful drug, 
the pharmaceutical company feels it is doing 
very well. All the money spent on the other 
nineteen projects is “wasted”, though of course 
much of professional value may be salvaged even 
from unsuccessful studies. The striking fact is 
that this requires a willingness to gamble with 
huze sums of money: what the economists would 
cal' “risk capital”. And this is where the pe- 
culiar spirit of American private enterprise 


comes in. Government, no matter how well 
intentioned, simply could not, would not, spend 
tax money as lavishly as this kind of study 
requires with the low numerical return which 
drug research yields. It is not that Government 
scientists are unimaginative or over-regimented. 
It is just that you cannot gamble away tax funds 
on projects with so low a ratio of success. Edi- 
torial: J.M. Soc. N. J., Oct. 1951. 


The techniques used in tuberculosis control among the 
Indians parallel those among non-Indians and are flex- 
ible enough to be changed as accepted methods are im- 
proved. However, additional methods of attack are 
used that are not now considered necessary in the 
general population, such as the wide-scale use of BCG 
vaccine. H. DeLien, M.D. and Arthur W. Dahlstrom, 
M.D., Am. J. Pub. Health, May, 1951. 


For a great many centuries tuberculosis has been re- 
garded as a threat to life and to economic and social 
status. The disease still has the power of evoking 
severe anxiety. The campaign of health education 
which the National Tuberculosis Association has carried 
on for several decades is of great importance, but its 
effect is still pitifully small when measured against the 
mass of human experience and prejudice of the cen- 
turies. Jerome Hartz, M.D., Pub. Health Reports, 
October 6, 1950. 
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Senate Bill No. 2337 was introduced to the 
82nd Congress on October 20, 1951, by Mr. 
Lehman of New York. (Companion bills, 
+ H.R. #4176, H.R.#3349, and S. 1245 were 
introduced at the same time). This Bill is the 
new “EMIC” Bill. It has been referred to the 
senate committee on Labor and Public Welfare 
for action when Congress reconvenes in January, 
1952. The purpose of this Bill is to provide for 
the national defense by enabling the states to 
make provision for maternity and infant care 
for wives and infants, and hospital care for 
dependents of enlisted members of the armed 
forces during the present emergency, and for 
other purposes. 

Every American recognizes the necessity of 
providing medical care to the dependent of the 
enlisted members of our armed forces. The 
medical profession, both individually and as a 
group, not only recognizes this need, but as al- 
ways stands ready to actually give this care to 
the soldier’s family. Our concern as physicians 
is to see that the soldier’s family receives the 
best care possible. 


For January, 195: 


MEDICAL ECONOMICS 


The Medical Economics Committee. Chauncey C. Maher, Chairman, John R. Wolff, Co- 
Chairman, Edwin F. Hirsch, Carroll Birch, Hubert L. Allen, Frederick W. Slobe, Edward 
W. Cannady, Ford K. Hick, W. Robert Malony, Roland R. Cross, Alfred P. Bay, Frederic 
T. Jung. 


The New Emergency 
Maternal and Infant Care Bill 


On the surface, all such bills are well mean- 
ing. Certainly it is the duty of Congress to 
enact legislation that provides for the general 
welfare. The enlisted man needs help to pay 
for the ills of his family. This is especially true 
when his wife becomes pregnant or has children 
to care for so that she cannot work. The 
limited family budget of an enlisted man is 
strained even in good health. The soldier’s 
morale and fighting ability is dependent upon 
the comforting knowledge of the safety of his 
family. 

Yet, we as physicians, are also cognizant of the 
socialistic approach of such legislation. We 
realize that many freedoms can be lost under the 
guise of patriotism and that when the flag is 
waving the devil can hide behind it. Often it 
is not until the flag stops waving that the devil’s 
countenance becomes visible, and then it is often 
too late to displace him. 

Now is the time for each physician to become 
acquainted with this proposed legislation. This 
Bill as it now reads is of more than academic 
interest to all of us. Although it appears to 
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concern only those who deliver babies and care 
for children, the insertion of “all dependents” 
in this Bill makes it the concern of every prac- 
ticing physician. You should not only read this 
Bill carefully, but make your opinions known 
to your medical organizations. When committee 
hearings begin, your medical representatives 
should have the benefit of your ideas. Unless 
we intelligently study this Bill and offer con- 
structive criticism, the social planners will pro- 
ceed under their own steam. The American 
Medical Association and the many obstetrical 
and pediatric organizations will doubtlessly ap- 
pear before the senate committee. By discussing 
the many problems involved at this time, we will 
be able to see that only the proper legislation is 
passed, 

All of us on the home front in World War II 
distinctly remember the last “EMIC” program. 
Due to the sudden enlargement of the armed 
forces the “EMIC” bill was passed hurriedly as 
a war measure of necessity. The Federal govern- 
ment and each of the states provided an equal 
share of the funds. In Illinois, the Department 
of Public Health administered the program. Our 
first fear was that this program would be followed 
after the war was over. We were all relieved 
when the program was allowed to die at the close 
of the war. At the beginning “EMIC” solved a 
tremendous need. Servicemen’s wives and chil- 
dren were able to obtain the best medical care 
through the physician and hospital of their own 
choice. They were not charity patients and both 
the doctor and the hospital were paid for these 
services. The introduction of a third party into 
the patient-doctor relationship, however, was 
noted as a bad omen. Everyone objected to the 
innumerable application and report forms. Yet, 
in the emergency, our Department of Public 
Health did a magnificent job. The necessity of 
introducing this emergency legislation and put- 
ting it into action had to be done quickly. Many 
physicians thought that not enough practicing 
doctors were consulted and that the administra- 
tion could have been aided by their effort. Some 
strongly objected to the entire program. Yet 
the die was cast and “EMIC” was in action. As 
in all such social planning many complaints and 
objections developed—some legitimate and some 
otherwise. The Department of Public Health 
of our State had a tremendous duty. The ad- 
ministration was carried on honestly and under 


the circumstances in a fine understanding man- 
ner. Many changes, simplifications, and improve- 
ments followed. But, again the influence of this 
third party between the patient and the physi- 
cian was always present. ‘Toward the end of the 
war, it was noted that the administration of 
“EMIC” became more and more dictatorial as 
well as filled with the expected red tape which 
sooner or later seems to involve all such organi- 
zations. At the start of the war, the service 
man’s wife and children were always allowed to 
receive this care and where a question of eligi- 
bility arose, the care was given and paid for by 
“EMIC.” As the Army became full strength and 
eligible dependents had swollen to staggering 
proportions, the directors became very rigid as 
to the patient’s eligibility status. In many 
instances, the red tape required to determine 
this forced the doctor and hospital to proceed 
regardless of the responsibility of “EMIC.” The 
time required to determine eligibility and to 
make payment lengthened so that the patient, 
the hospital, and the doctor often became dis- 
satisfied. Then, too, the administrators began 
to set down rules of hospital procedure and medi- 
cal conduct. They differentiated between the 
fee paid to a specialist and the general practi- 
tioner, and they set the rules as to who should 
be considered of specialist status. “EMIC” in 
World War II was born of necessity and rather 
precipitously. Its growing pains were quite 
severe. Nevertheless a good job was done by all, 
especially by those members of the Department of 
Public Health called on to administer this new 
economic plan. Lacking experience and practi- 
cal knowledge, they did wonders. With the han- 
dling of large funds by this group and the 
doctors, it is a credit to all that the breath of 
scandal was entirely absent. Yet, the develop- 
ments in this socialized medical plan were plain- 
ly visible to all. 

And, now, in this emergency, a similar plan is 
proposed. This writer is merely an obstetrician, 
and the purpose of this treatise is to inform you 
of the proposed action, to arouse your interest, 
and to discuss the various methods by which we 
as physicians can assure the soldier’s family they 
will receive the best care American medicine 
can provide. 

Ever since the onset of the Korean struggle, 
we have realized that our armed forces would 
increase in number. Our fighting strength will 


Illinois Medical Journal 


be 
po 
no 
tio 
ari 
thi 
au 
de: 
bil 
fol 
ac 
ca’ 
sic 
bu 
to} 
all 
bu 
th 
an 
of 
is 
wi 
nc 
ta 
m 
st 
¥ 
to 
he 
he 
ac 
B 
ba 
ar 
Fe 


be reached by the summer of 1952, and with the 
possible advent of universal military training, 
no one can guess as to the time of demilitariza- 
tion. It does appear that we will remain an 
armed nation for several years. We all agree 
that the enlisted man’s present salary needs 
augmentation to pay for the care of his depen- 
dents. 

The fundamental objection to this proposed 
bill is that the patient loses all responsibility 
for payment of medical care. This becomes an 
accepted governmental function. Yes, this is 
socialized medicine in action. Such a program 
cannot be administered without proper supervi- 
sion of funds, and this leads to an army of 
bureaucrats who gradually will control the doc- 
tor, the patient, and the hospital. The history of 
all such programs shows that politics soon be- 
comes the major function of the socialized 
bureaucracy. 

Yet, it is difficult to merely say, “no,” to this 
proposal. We must provide medical care for 
these dependents. At present, the Army, Navy, 
and the Air Corps offer these services at many 
of their large medical centers. I feel that this 
is wrong. It fosters a paternalistic attitude to- 
ward the individual. It uses doctors for services 
not related to military needs. Again fundamen- 
tally, civilian ills should be managed in a civilian 
manner. Yet, the armed forces would gladly 
stop this service should civilian care be provided. 
Voluntary insurance programs might not be able 
to insure such individuals because the cost would 
be too great. The likelihood of future parent- 
hood among young soldiers is notoriously too 
great and might swamp any desired insurance 
actuarial. Yet the possibility of Blue Cross, 
Blue Shield or other voluntary insurance pro- 
grams absorbing this might be done on a group 
basis. In this, a solution might be accomplished, 
and in a voluntary way. 


If it does appear that such federal and state 
aid is a necessity, and that there is no other 
solution, then it behooves the doctor to become a 
leader in the provisions of the Bill itself and to 
remain a leader in its administration. 

No 2337 would establish this program to be 
administered by the individual states. The 
Children’s Bureau would control the federal 
funds. This bureau and the state each provide 
half of the fund. The Federal Security Adminis- 
trator will have a fifteen member national ad- 
visory council to consult with on national ad- 
ministration of this program. Each member of 
this council will be selected by him. He and the 
Children’s Bureau must approve the plan sub- 
mitted by the individual states. S. 2337 plans 
the administration of the program at the state 
level by the State Department of Public Health. 
A similar state advisory council is also suggested. 

The only change from the “EMIC” of World 
War II is the addition of furnishing hospital 
services to all bed patient dependents of enlisted 
men regardless of age. As now written this 
means the usual hospital care and does not 
include medical and surgical care except as that 
generally furnished as a part of hospital care. 

Yes, here is your blue print for socialized 
medicine. Well, what do you think? Are you 
as a physician going to sit idly by while the 
social planners act? Now is the time to voice 
your opinion as to how you can continue to give 
our soldier’s family the protection of true Ameri- 
can medical care. Now is the time to see that 
organized medicine becomes the leader in any 
necessary economic change. 

Remember that our liberty and our patients’ 
welfare go hand in hand. We must remain 
alert, fight for improvement in the economics 
of medicine and insist that the benefit of these 
improvements be for the person intended, the 
patient.—J.R.W. 
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THE FIRST ILLINOIS CONFERENCE 
ON “PHYSICIANS AND SCHOOLS” 


On November 15 and 16, 1951, The First 
Illinois Conference of “Physicians and Schools” 
was held in the Illini Union Building on the 
University of Illinois campus in Urbana. One 
hundred and two physicians, dentists, nurses, 
and educators attended; thirty-three physicians 
and dentists, thirty-three nurses, and thirty-six 
educators. It is significant that the registration 
was so evenly representative of the groups who 
are vitally interested in the health of our school 
age children in Illinois. It is understood that 
parents are the ones most vitally interested in 
children and their health, but this group was not 
forgotten because many of the participants are 
parents of school age children. 

This conference was arranged by the Educa- 
tional Committee of the Illinois State Medical 
Society in cooperation with the Illinois State 
Dental Society, the Illinois Department of Public 
Health, and the Illinois Department of Public 
Instruction. It was adjudged successful by all 
those in attendance and a request was made at 
the final luncheon session for a subsequent con- 
ference at a later date. 


The conference was a success mainly because 
those who served as section chairman, secretaries, 
and consultants took their assignments seriously 
and led the participants into discussions of vital 
problems in School Health. The discussions in 


CORRESPONDENCE 


four groups “Healthful School Living”, “Health 
Services”, Health Instruction’, and “Relation- 
ships” produced resolutions which will improve 
the environment of school health, both physical, 
social, and emotional, as well as the health prob- 
lems in schools. 

The theme of the conference “To obtain and 
maintain the highest standards of health possi- 
ble for the school age children of Illinois and 
the Nation” was key noted at the opening assem- 
bly by C. Paul White, M.D., President of the 
Illinois State Medical Society; Walter Gonwa, 
D.D.S., President of the Illinois State Dental 
Society ; Roland M. Cross, M.D., Director of the 
Illinois Department of Public Health; Vernon 
Nickel, Director of the Illinois Department of 
Public Instruction, and Fred V. Hein, Ph.D., 
Associate in the Bureau of Health Education of 
the American Medical Association. 

The summary of the deliberations was very well 
stated by William E. Baird, Superintendent of 
Monticello Community Unit School; “The mix- 
ing of men and women of medicine, dentistry, 
education, nursing, and public health makes one 
think of the old story of the father and sons and 
the bundle of sticks. Their efforts separately 
were of no avail, but when working together, 
each doing his share, the desired results could 
be obtained.” 

This statement emphasized the slogan of 
“Everlasting Teamwork” which was the topic of 


an address by W. W. Bauer, M.D., Director of 
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the Bureau of Health Education of the American 
Medical Association, at the dinner meeting on 
November 15th. ‘To accomplish this teamwork 
successfully it was pointed out by Fred V. Hein 
that mutual respect for each others’ skills and 
responsibilities is essential. 

George L. Drennan, M.D. 

Educational Committee 

Illinois State Medical Society 


SUMMARY AND REACTION STATEMENT 


I am sure I speak for all present, when I say 
we appreciate the work of Dr. Drennan in organ- 
izing this conference. We are thankful that he 
was approached by people interested in the health 
and welfare of our children. 

The organization has been wondeful, because 
the selection of Chairman, Secretaries, and Con- 
sultants has proven so good. They were masters 
in organizing and directing the various discussion 
groups for freedom of expression. Nowhere was 
there any sign of “loading” the sections to direct 
the thinking of the group. 

The mixing of men and women of medicine, 
dentistry, education, nursing and public health, 
makes one think of the old story of the father 
and sons and the bundle of sticks. Their efforts 
separately were of no avail, but when working 
together, each doing his share, the desired result 
could be obtained. 

This meeting has no purpose for being, unless 
we are willing to return to our various locations, 
and carry on. We should not resist this job, be- 
cause we feel we are so few in so large a field. 
It is well to remember that the greatest move- 
ment for mankind the world has ever known, 
began with one man and spread through a small 
group of twelve believers. True, one of them 
fell by the wayside, just as a few of us may, 
but the movement did not stop. 

The greatest difficulty I noted in the con- 
- ference was the effort to find common ground. 
We had extremes represented, from the large 
cities, to the small rural towns, from excellent 
organization, to no organization at all. How- 
ever, much was accomplished to bridge this gap, 
as shown in our summaries from the sections. 

As I listened for conference reaction in the 
sectional meetings, hallways, and elsewhere 
around the conference, I found expression very 
general, that this conference was a great success, 
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and that another such meeting should be held 
at a later date. 

I am sure it is the unanimous recommendation 
of the conference, that we offer our praise to 
Dr. Drennan and suggest the calling, at his 
convenience, of another conference to continue 


the good work. 
Wm. E. Baird. 


CLINICS FOR CRIPPLED CHILDREN 
LISTED FOR FEBRUARY 


Doctor Herbert R. Kobes, director of the Uni- 
versity of Illinois Division of Services for 
Crippled Children, has released the February 
schedule of clinics for physically handicapped 
children. The Division will conduct 15 general 
clinies providing diagnostic orthopedic, pediatric, 
speech and hearing examinations along with 
medical social and nursing services. There will 
be 4 special clinics for children with rheumatic 
fever and 1 for cerebral palsied children. 

Clinics are held by the Division in cooperation 
with local medical and health organizations and 
groups, hospitals, civic and fraternal clubs, and 
other interested groups. From private physician 
may refer or bring to a convenient clinic any 
child or children for whom he may want examina- 
tion or may want to receive consultative services ; 

The February clinics are: 

February 5 — Vaudalia, American Legion Home 
February 6 — Elgin, Sherman Hospital 

February 7 — Litchfield, St. Francis Hospital 
February 8 — Chicago Heights (Rheumatic 

Fever), St James Hospital 
February 12 — Peoria, St. Francis Hospital 
February 12 — East St. Louis, Christian Wel- 

fare Hospital 
February 13 — Hinsdale, Hinsdale Sanitarium 
February 14 — Elmhurst (Rheumatic Fever), 

Memorial Hospital of DuPage County 
February 14 — Springfield, St. John’s Hospital 
February 14 — Tuscola, Court House 
February 20 — Chicago Heights, St. James Hos- 

pital 
February 20 — Carrollton, Grade School 
February 21 — Rockford, St. Anthony’s Hospital 
February 21 — Anna, New City Hospital 
February 22 — Chicago Heights (Rheumatic 

Fever), St. James Hospital 
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February 26 — Effingham (Rheumatic Fever), 
Douglas Township Building 

February 26 — Peoria, St. Francis Hospital 

February 27 — Springfield (Cerebral Palsy), 
Memorial Hospital 

February 28 — Normal, Brokaw Hospital 

February 28 — Chester, St. John’s Lutheran 
School 


PROGRAM OUTLINE OF THE 
WOMAN'S AUXILIARY 


The organization to which we belong has sev- 
eral vital objectives. They are the achievement 
of Voluntary Health Insurance for the entire 
nation, improved Public Health through health 
education and other points brought out in the 
A. M. A.’s twelve point program. 

The only way any group can achieve success 
of an objective is to keep continually working at 
it. The best method to present to the public the 
points involved in the Voluntary Health Plan, 
Public Health, Nurse Recruitment and all the 
other goals of our organization, is the use of the 
spoken word through programs. 

It sounds like the same old message but the 
huge program in Public Relations undertaken 


by the A.M.A. cannot be put across in one year 


or in ten years. Thus all the component groups 
of this great organization must work in unison 
and unity to achieve continued success. 

For your information and for the success of 
your County and State meetings, the following 
outline should be studied and used. Your State 
Chairman will be glad to assist you in any way, 
if you will write to her. 

Mary J. Hutchison (Mrs. R. M.) 
Program Chairman 


BASIC PROGRAM OUTLINE FOR STATE AND 
COUNTY AUXILIARIES 
1951-1952 


1, STUDY OF THE AMERICAN MEDICAL AS- 
SOCIATION — Its history, function, work of the 
various councils, bureaus and other departments. 
Pamphlet recommended: “It’s Your A.M.A.” (Se- 
cure from the Auxiliary Central Office) 

. TWELVE POINT PROGRAM OF THE 
AMERICAN MEDICAL ASSOCIATION for 
the advancement of medicine and public health. 
(Copies available from the Bureau of Health 
Education, 535 North Dearborn St., Chicago 10, 
Illinois) 


. COMMUNITY HEALTH COUNCILS. (A.M.A. 
pamphlets, Central Office) 

. STATE BOARD OF HEALTH. (Ask your 
State or County Board of Health Departments for 
information concerning available services) 

. STATE AND LOCAL HEALTH PROJECTS. 
(Ask your Advisory Council to recommend or 
approve your health projects.) 

. SCHOOLS OR COMMITTEES OF INSTRUC- 
(TION. (Outlines, Central Office) 

. HEALTH EDUCATION. (Pamphlets, A.M.A. 
Central Office) 

. SPEAKERS BUREAU. (Maintain on state and 
county level. Information available through Na- 
tional Education Campaign of the A.M.A., One 
North LaSalle St., Chicago 2, III.) 

. LECTURE FORUMS, GROUP DISCUSSIONS, 
STUDY COURSES, SHOWING OF FILMS. 

. COOPERATE WITH THE AMERICAN MED- 
ICAL ASSOCIATION IN ITS MEDICAL ED- 
UCATION FOUNDATION. (Stimulate active 
participation on a state and county level) 

. RADIO AND TELEVISION PROGRAMS OF 
THE A.M.A. (Presented by the Bureau of Health 
Education) 


CHICAGO MEDICAL SOCIETY 
CLINICAL CONFERENCE 


The Clinical Conference which has been estab- 
lished by the Chicago Medical Society for presen- 
tation each spring, offers lectures on many aspects 
of medicine to keep doctors abreast of the new 
things being developed from year to year. Each 
year the Society presents something of special 
interest to those attending. It will be held March 
4, 5, 6, 7, 1952 in the Palmer House, Chicago. 

The year 1952 will show in response to popular 
demand, an increased number of demonstrations 
or work shop periods in addition to the regular 
series of lectures. These demonstrations include 
presentation of patients, carefully selected scien- 
tific movies, and other features interesting from 
an educational standpoint. The lectures are on 
subjects of interest to both the general prac- 
titioner and the specialist and will be one half 
hour in duration. The faculty, which is now 
being assembled, will represent outstanding 
teachers of the medical world. 

The scientific and technical exhibits are being 
selected with great care. The scientific exhibits 
will represent visually some of the most recent 
advances in medicine. The technical exhibits 
are both helpful and time-saving and worthy of 
real study. To those who have attended previous 
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clinical conferences, the wealth of material is 
well-known. 

For newcomers to this activity of a great 
medical center, it will be an opportunity to renew 
old acquaintances as well as improving one’s 
medical outlook. The Chicago Medical Society 
Clinical Conference should be marked on every 
physician’s calendar right now. The completed 
program will be available shortly and will be 
printed in our Bulletin or mailed upon request. 
This meeting has earned the reputation of being 
one of the most outstanding medical conferences 
in the country. 


MASS BLOOD TYPING FOR 
CIVIL DEFENSE 


The Federal Civil Defense Agency in a recent 
Advisory Bulletin has outlined a practical policy 
on mass blood grouping programs for Civil De- 
fense purposes. The policy, which is the subject 
of a Federal manual soon to be released, has the 
concurrence or approval of the American Medical 
Association, American Hospital Association, 
American Association of Blood Banks, Associa- 
tion of State and Territorial Health Officers, 
American National Red Cross, the United States 
Publie Health Service, Department of Defense, 
National Research Council, and the Office of 
Defense Mobilization. In order to provide you 
with this information immediately, the follow- 
ing excerpt from the manual is issued at this 
time. 

“Advance Grouping of Potential Blood Donors. 
In order to provide a ready supply of Group “O” 
blood to meet the needs for the first eight to ten 
hours in critical target areas, consideration 
should be given to a selective blood grouping 
program, 'This should be carried out among the 
potential blood donor population in selected areas 
close to critical target areas. The purpose of this 
program would be to identify an advance a rea- 
sonable number of voluntary Group “O” donors 
in locations where they were likely to be available 
for emergency bleeding at hospitals or stand-by 
donor centers designated to act in immediate 
support of the target areas. Identification cards 
or tags should be issued and a roster of these 
emergency donors maintained (preferably in dis- 
persed points) and kept up-to-date by periodical 
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revision. This procedure would simplify the 
provision of an initial supply of Group “O” 
blood by reducing up to 50% the number of 
donors a center would have to process to meet 
its emergency quota before outside help became 
available. All existing blood banks and donor 
centers can assist in this program in the course 
of their normal operations by issuing identifica- 
tion cards to donors, especially Group “O” 
donors, and urging them to volunteer for the 
local civil defense blood donor panel. Proving 
of all Group “O” blood for probable use without 
crossmatching must be done at the time of actual 
donation. Anti-A, anti-B and anti-Rho sera 
should be employed so that Rh negative blood 
can be used where possible. Such a program 
could well be made a part of the preparation of 
local emergency reserves of blood plasma in 
critical target areas.” 

Mass Grouping not Recommended 

Mass Typing of the population is not recom- 

mended because : 

1. There is no certainty that the blood group 
identification would be available when needed ; 
even tattoo marks can be destroyed 

. For administrative and clinical expediency in 
the chaos of the early post-disaster period, 
reliance must be placed on proved Group “O” 
blood to be used without crossmatching. (This 
is done successfully by our military services 
in the field). 

. The cost of grouping everyone would be very 
expensive. 

. Mass grouping of the whole population has a 
very low priority in community preparation 
in comparison to adequate supplies of trans- 
fusion units, plasma, plasma substitutes, burn 
dressings, and other first aid station supplies. 

J. L. Homer 
Executive 


DR. HERBOLSHEIMER HAS 
ACCEPTED A NEW ROLE 


The resignation of Dr. Henrietta Herbol- 
sheimer, Deputy Director of the Illinois Civil 
Defense Agency, to join the faculty of the Uni- 
versity of Chicago, as Asst. Professor of Pre- 
ventive Medicine is announced by State Civil 
Defense Director Lenox R. Lohr. 
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Dr. Herbolsheimer, who has been directly in 
charge of the medical and health phases of the 
State civil defense program, was originally 
loaned to Lohr’s staff by the State Department of 
Public Health where she had served as Medical 
Administrative Assistant to its Director, Dr. 
Roland R. Cross. 


In announcing her resignation, Lohr paid high 
tribute to her work in surveying the existing 
hospital facilities in Illinois. and preparing 


emergency plans by which their capacity could 
be expanded by several hundred per cent in the 
event of major war disaster in any part of the 
State. 

He also praised the annex on Health Services 
which she prepared for the basic Illinois Civil 
Defense Plan. Said to be the most complete 
study of its kind yet issued, it has been accepted 
as a pattern for similar programs by civil de- 
fense authorities in other states across the 


nation. 


FLUID BALANCE 


The occasional postoperative patient who de- 
velops oliguria and anuria, frequently suffers 
primarily from altered electrolyte balance. The 
importance of adequate blood volume in renal 
function has long been known but the fact that 
sodium is greatly responsible for maintenance 
of blood volume is not so generally understood. 
We have recently seen a patient who developed 
anuria three days after cholecystectomy. She 
was anuric for three days, during which time she 
received glucose in water, for fear of sodium 
retention. A sodium determination after this 
time showed a level of 115 meq./1 (normal 140 
meq./1). Following administration of 3% sodi- 
um chloride, the renal function returned prompt- 
!y, and the patient recovered. Without the avail- 
ability of such studies, the natural tendency 
might well be to continue treatment with water, 
since it would be felt that in the absence of renal 
function, sodium is retained in the body. £z- 
cerpt: Laboratory Considerations in Fluid and 
Elec'rolyte Balance, Irving I. Goodof, M.D., 
Waterville, Me., J. Me. M. A., Oct. 1951. 
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treatment, whether by drugs or collapse therapy, is not 
a substitute for rest but merely supplemental. Charles 
R. Smith, M.D., J. Michigan State M. Society, No- 
vember, 1949. 


The basic treatment of tuberculosis is rest, 


No one can be sure when the primary tubercle is 
going to resolve into a harmless primary complex, 
though most of them do. Only time will tell whether 
persons with scattered, irregular, and perhaps somewhat 
loose calcifications will remain clinically well, though 
the majority of them do. A tuberculous infiltration is 
always of interest on the basis of health protection and 
is of clinical importance unless it has reached the favor- 
able discrete character described above. Grover C. 


Bellinger, M.D., Bull. Nat. Tuberc. A., April, 1951. 


Fundamentally, control of tuberculosis is through 
education — education of the public to prevent it and 
education of the patient and those near and dear to him 
to cure it. The medical profession, the profession as a 
whole, is primarily responsible for this education. 
Edward W. Hayes, M.D., Calif. Med., December, 
1950. 


There is much in the epidemiology of tuberculosis 
which we do not understand, and the disease has clinical 
aspects which we cannot explain. Its treatment is no 
more static now than it was thirty years ago, and it is 
just as true today as it was then that everything that 
is new is not necessarily true or good. Charles Cameron, 
M.D., The Lancet (London), April 14, 1951. 
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ORIGINAL ARTICLES 


mit 


Diagnosis of Congenital Cardiovascular 


The presence or absence of cyanosis is the 
first thing which we wish to know in the effort 
to establish an exact anatomic diagnosis in cases 
of congenital heart disease. When cyanosis is 
present the lesions are likely to be multiple and 
complex. The diagnosis is usually less difficult 
in the non-cyanotic group, and surgery offers 
more gratifying results. I shall therefore limit 
my discussion to the lesions in which cyanosis 
is absent, and in which surgery is able to relieve 
the condition. 

Patent Ductus Arteriosus.—The ductus arte- 
riosus is normally open during fetal life. How- 
ever it usually becomes functionally closed very 
shortly after birth and anatomically closed with- 
in a period of a few months. Why the ductus 
arteriosus remains open and in some instances 
becomes markedly enlarged we are unable to say. 


From the Children’s Memorial Hospital, Chicago. 
Presented before the General Assembly, 111th An- 
nual Meeting, Illinois State Medical Society, Chicago, 
May 22, 1951. 
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Anomalies Non-Cyanotic Group 


Stanley Gibson, M.D. 
Chicago 


During fetal life the flow of blood through the 
ductus is from the pulmonary artery to the 
aorta. After birth when the lungs expand and 
the pressure becomes higher in the aorta than in 
the pulmonary artery the shunt is from the aorta 
to the pulmonary artery. Under these circum- 
stances a portion of the blood from the left 
ventricle is sent a second time to the lungs. It 
is obvious that under such circumstances cyanosis 
is absent. 

The sumptoms due to a patent ductus arte- 
rious in early life are meager and often may be 
absent altogether. The mother often states that 
the child is extremely active and has as much 
endurance as her playmates. Sometimes there 
is complaint of easy fatigability on severe exer- 
tion. The great majority of these children are 
below average in weight for their height and 
some are distressingly thin. 

The physical signs are dramatic. The one 
outstanding sign is the presence of a rumbling 
churning continuous murmur which is best heard 
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in the 2nd left interspace. The murmur is al- 
most equally loud in the Ist left interspace but 
as one approaches the apex of the heart the dia- 
stolic element of the murmur fades rapidly. This 
murmur is unique and is scarcely simulated by 
any other murmur in the field of cardiology. 
When present in typical form, it is practically 
pathognomonic of the presence of a patent ductus 
arteriosus though there are other accompanying 
signs. ‘The heart is often slightly enlarged. 
The pulse pressure is wide with the diastolic 
pressure often extending down to zero. A 
femoral thud and capillary pulse are usually 
demonstrable. The x-ray film may show some 
cardiac enlargement and usually shows a prom- 
inent pulmonary artery segment together with 
vascular lung fields. The electrocardiogram is 
normal. 

When one encounters the typical picture as 
described above there is little doubt that opera- 
tion is indicated. It is well known that most of 
the patients with a patent ductus get along rea- 
sonably well through childhood and early adult 
life. But at the age of 30 to 40 or thereabouts 
when the patient should be at his best he is 
likely to show evidence of heart failure and 
eventually succumbs. Before recommending op- 
eration however one must be sure that the ductus 
is not serving a useful purpose in the effort to 
compensate for pathology elsewhere in the heart. 
One should be extremely wary of operation in 
cases where there is cyanosis and decreased 
oxygen saturation of the peripheral blood or right 
heart strain in the electrocardiogram. 

Coarctation of the Aorta.—Two types of coare- 
tation are recognized: _ the infantile and adult. 
In the infantile type there are usually other 
serious anomalies involving the heart itself, and 
this condition is apt to prove fatal in early life. 
In this discussion we shall limit ourselves to the 
adult type of coarctation which consists of a 
narrowing of the aorta just beyond the region 
of the left subclavian artery and at the point 
where the ductus arteriosus enters the aorta. 
The aorta appears as if a string had been drawn 
tightly around it producing a marked constric- 
tion. 

In this type of coarctation of the aorta boys 
are affected practically six times as frequently 
as girls. These children usually appear well 
nourished, even robust. At least during child- 
hood symptoms are absent in the majority of 


cases. ‘They are able to exercise freely. Occa- 
sionally there is complaint of numbness and 
tingling of the extremities or complaint of head- 
ache. 

The signs are practically pathognomonic. Be- 
cause of the extreme narrowing of the lumen 
of the aorta at the point of constriction, the blood 
pressure in the arms is elevated. The blood sup- 
ply to the lower part of the body must be carried 
by a collateral circulation between the branches 
of the aorta above the constriction and those 
which arise below it. On this account the blood 
pressure is low or unobtainable in the legs. When 
one palpates the femoral artery he is usually 
unable to feel any pulsation, or if present it is 
much weaker than that which is felt in the radial 
artery. As a matter of fact one should make 
palpation of the femoral artery a routine part 
ot the physical examination of children. If no 
pulsation is felt a blood pressure should then be 
obtained in the arms. If this is found to be 
elevated it practically makes the diagnosis of 
coarctation of the aorta. 

Other confirmatory signs aid in the diagnosis. 
There may be some cardiac enlargement. A 
systolic murmur is usually present over the pre- 
cordium but it varies in intensity and location 
and is not diagnostic. Because of the great dila- 
tation of the intercostal arteries pulsations can 
often times be felt over the back between the 
ribs. A bruit may also be heard in the back. 
The one pathognomonic sign is the scalloping 
of the lower borders of the ribs as seen in the 
x-ray film. This is due to the enlarged and 
tortuous intercostal arteries which are carrying 
much more blood than they do under normal 
conditions. ‘This sign is however rarely present 
during childhood. Statistics show that only 
about one out of every four patients with coarcta- 
tion of the aorta lives out a normal span of life. 
The chief hazards are cerebral accidents, heart 
failure, rupture of the aorta and bacterial endar- 
teritis. The optimum time for operation is from 
the 6th to the 12th year. In the older patients 
there is likely to be atherosclerotic changes in 
the aorta which make the operation more hazard- 
ous. 

Anomalies of the Aortic Arch.—The most fre- 
quant anomaly of the aortic arch is that in which 
both the right and left arches persist forming a 
double aortic arch. The ascending aorta divides 


into two portions, one of which passes behind 
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the trachea and esophagus, the other passing in 
front. They then unite to form the descending 
aorta. ‘These two segments of the aortic arch 
encircle the trachea and esophagus forming a 
vascular ring. If this ring is sufficiently tight 
both the trachea and esophagus are compressed 
and may lead to serious symptoms and often 
times to a rapidly fatal termination. ‘There are 
no symptoms referable to the heart. The heart 
will be found to be normal in size and no mur- 
murs present. The symptoms and signs are 
those due to constriction of the air way and the 
esophagus. 

Because of tracheal compression a stridor is 
present usually beginning almost immediately 
after birth. There is a sharp metallic cough. 
Respiratory infections occur, often times one 
after another in rapid succession. There is some- 
time difficulty in swallowing or the infant who 
is old enough to take solid foods may refuse them 
while taking liquid foods well. The diagnosis 
is made by observation of the esophagus after a 
barium swallow. Under the fluoroscope or by 
means of an x-ray film one may be able to dem- 
onstrate a narrowing of the esophagus at the 
level of the aortic arch in the antero-pos- 
terior view. In the lateral view one observes 
a marked posterior indentation of the esophagus. 


The narrowing of the trachea may be observed 
by a bronchogram or by direct observation with 
a bronchoscope. 

In some instances instead of a double aortic 
arch one encounters a right aortic arch with the 
ductus arteriosus passing from the right arch 
behind the trachea and esophagus to join the 
pulmonary artery on the left. This again pro- 
duces a vascular ring with symptoms and signs 
practically identical with those of a double aortic 
arch. ‘The number of cases which we have al- 
ready observed convinces us that these anomalies 
are much more frequent than has been suspected 
in the past. The diagnosis is not difficult to 
make. One merely must have an awareness of 
their possible presence and in instances where 
obstruction to the air way cannot be adequately 
explained in other ways the question of a vas- 
cular ring should always be investigated. 

I wish to point out in closing that the three 
conditions which I have described are not neces- 
sarily the property of the pediatric cardiologist. 
Anyone in this audience is able to recognize the 
dramatic murmur which occurs in patent ductus 
arteriosus, anyone of us is able to palpate a 
femoral artery, and finally if we keep in mind 
the possibility of a double aortic arch x-ray 
studies will either confirm or rule out the diag- 
nosis. 


ATHLETIC INJURIES 


First, let us talk about a fairly common and 
not serious, though disabling foot injury—the 
stone bruise of the heel. I have seen this injury 
most frequently in track men, particularly in 
pole vaulters. As you know the injury is caused 
by striking the bottom of the heel against some 
hard object. What actually happens is that the 
force of the blow tears some small blood vessels 
and there develops a collection of blood under 
pressure, deep in the heel next to the bone. This 
is very similar to the condition seen when the 
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end of a finger is caught in a door or the nail 
struck with a hammer. Most of you are familiar 
with the sudden relief of pain that is experienced 
in these finger injuries by drilling the nail and 
allowing the blood under pressure to escape. 
Similarly with a stone bruise of the heel, if the 
blood collection deep in the heel is removed, the 
pain disappears. ‘This can easily be done by 
drawing out the blood with a large bone needle 
after putting a little novacaine in the skin. 
Excerpt: Athletic Injuries, Weston Cook, M.D., 
Columbia, S.C., J. S. C. M. A., Sept. 1951. 
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Surgical Aspects of Non-Cyanotic 


Congenital Heart Disease 


Willis J. Potts, M.D. 


Nothing is more disappointing or annoying to 
a surgeon than to plan carefully for a major 
surgical procedure, laboriously make the inci- 
sion and find no remediable pathology. If the 
fundamental facts on the diagnosis of noncyanot- 
ic congenital heart disease just presented by Dr. 
Gibson are tenaciously kept in mind this calam- 
ity will not often befall the eager surgeon. 

Before taking up individually the different 
types of cardiac surgery a few words about 
anesthesia seem in order, Careful, intelligent 
and painstaking anesthesia is essential. With 
the benefit of such anesthesia a chest may be 
opened with the same assurance of safety one 
feels in opening an abdomen. 

Preoperative medication consisting of mor- 
phine and atropine or scopolamine in generous 
doses is an essential part of the anesthetic. For 
example, a vigorous 5 year old child should have 
1/8 to 1/12 of a grain of morphine sulphate and 
1/200 of a grain of scopolamine one hour before 
a heart operation. Such a dose, higher than that 
suggested by the old fashioned Young’s rule, will 
be effective in calming the child’s fears and will 
lessen greatly the amount of anesthetic agent 
required. (Liberal doses of premedication are 
important before any operation on a child as well 
as on an adult.) We believe, although the evi- 
dence is only empirical, that liberal doses of 
morphine cut down the percentage of arrhyth- 
mias during heart surgery. 

The anesthesiologist should have a sound 
knowledge of the mechanics of intratracheal 
anesthesia, of the effectiveness and toxicity of 
anesthetic agents, and of the basic physiology 
of respiration. Mortality figures will fall if the 
anesthesiologist has been trained to recognize 


From the Children’s Memorial Hospital, Chicago, 
Illinois, Presented before the General Assembly, 111th 
Annval Meeting, Illinois State Medical Society, Chicago, 
May 22, 1951. 
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the dimly lighted sign posts of impending catas- 
trophe and knows how to be guided by them. 
In many ways we often fall short of what is con- 
sidered ideal because of insurmountable circum- 
stances, but in the field of intrathoracic surgery 
capable anesthesia is rapidly becoming a neces- 
sity. 

Only during the past ten years has cardiac 
surgery become common. The reason it is being 
done widely and well today is due not to the 
sudden development of better surgeons, but to 
intelligent. studies in anesthesia and chest sur- 
gery and to unflagging work of innumerable 
research workers in many fields. As a matter 
of fact, vascular surgery would be impossible if 
it were not for such a simple invention as the 
swaged-on-needle. 

Patent Ductus Arteriosus——This subject will 
be discussed first because surgical closure of a 
patent ductus by Gross was the opening wedge 
in the field of heart surgery. 

As Dr. Gibson has said, it is generally agreed 
that the uncomplicated patent ductus arteriosus 
should be treated surgically. The most desirable 
age for operation, if one has a choice, is between 
the ages of 3 and 7 years. In a child the ductus 
is longer, more pliable, and less bound down by 
adhesions than in the adult. Furthermore, the 
cardiac reserve is obviously far better in a 4 
year old child with a patent ductus than in a 
20 to 40 year old patient similarly affected. 

Should the ductus be ligated, or divided and 
sutured? Many arguments have been brought 
forth to support either method. It has been our 
policy during the past four years to divide all 
patent ducti. Although 20 consecutive ducti 
were ligated in our early work and, so far as we 
know, without recurrence, it seems better sur- 
gery to divide and suture the ductus than to 
bury large amounts of foreign material in the 
form of ligatures against the bronchus and aorta. 
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A few years ago to obviate the danger of slip- 
ping clamps, multitoothed clamps were devised 
for ductus surgery. These clamps have tiny 
teeth in the apposing jaws. ‘These teeth embed 
themselves lightly in the vessel, will not slip 
and will not injure the vessel. With the use of 
these clamps approximately 125 consecutive pa- 
tent ducti have been divided and sutured. It 
is comforting to the soul and good for the sur- 
geon’s coronary arteries to have a clamp which 
if properly placed, will not slip off the short end 
of a divided ductus. Since the technique has 
been previously recorded only a few of the high 
spots worthy of emphasis will be presented. 

During completion of induction anesthesia 
and placement of the intratracheal tube a poly- 
ethylene tube is inserted into the saphenous vein 
at the right ankle for the administration of fluid 
and blood during and after the operation. It 
is customary to have a minimum of 500 ce. of 
blood available in the operating room for an 
emergency. 

With the patient on his right side a long, 
posterolateral incision is made and the chest 
entered through the fourth interspace. In chil- 
dren below 12 years of age, resection of a rib 
is unnecessary for adequate exposure. The posi- 
tion of the ductus is easily determined by locat- 
ing with a palpating finger the point of most 
intense thrill. The parietal pleura is opened 
over the aorta and the vagus and its recurrent 
laryngeal branch are identified. The recurrent 
nerve is an infallible guide because it always 
encircles the ductus. 

The most important part of the operation 
follows — careful, meticulous and complete liber- 
ation of the ductus from surrounding structures. 
The lappet of pericardium is thoroughly dis- 
sected from the ductus well onto the pulmonary 
artery. This dissection is most satisfactorily 
and safely done with a specially ground-down 
Metzenbaum scissors. In our early work dissec- 
tion was done bluntly with a cystic duct forceps. 
Twice by this clumsy method I poked a hole in 
the ductus. Nothing is more distressing. 

After the ductus has been completely freed 
anteriorly as well as posteriorly the clamps are 
applied, one well up on the aortic side, the other 
on the pulmonary side. It is absolutely essential 
that the clamps are well placed and that no 
loose fibrous tissue is caught in the end of the 
ductus clamp. If the ductus has been well freed 
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from all loose tissue the teeth will embed them- 
selves in the adventitia and will not slip. 

The ductus is cut and each end sutured with 
a double row of 00000 Deknatel silk. For added 
security and comfort to the surgeon, a piece of 
Gelfoam is laid between the sutured ends of the 
ductus. The parietal pleura is closed tightly. 
The chest cavity is routinely drained and the 
chest wall closed with running sutures of surgi- 
cal gut. 

Results are very satisfactory. ‘The child, often 
underweight before surgery, promptly gains 
weight and, if the patent ductus was the sole 
deformity, has been restored’ to normal. It is 
always a pleasure to be able to say following a 
successful operation that the patient is cured. 
In those children who before operation had ex- 
cessive cardiac enlargement there is slow return 
to normal. ‘The heart not only gets smaller, 
but coasts along until growth of the child de- 
mands further development of the heart. Surgi- 
cal closure of a patent ductus is one of the most 
satisfactory operations in the field of cardiac 
surgery. Some day the axe will fall but to date 
in 147 consecutive operations for patent ductus 
arteriosus there has been on mortality. I would 
like to add that neither has Dr. Gibson sent a 
single patient to surgery for operation who did 
not have a patent ductus. 

Coarctation Of The Aorta.—Coarctation or 
congenital stricture of the aorta usually is found 
just below the origin of the left subclavian artery. 

Undoubtedly many people have an unrecog- 
nized coarctation of the aorta. The degree of 
constriction obviously determines the severity of 
symptoms. Because in early life a diagnosis is 
made on physical examination, palpation of the 
femoral pulses, and blood pressure differences 
in the arms and legs, and not on symptoms, it 
is rather difficult to set forth absolute indica- 
tions for operation. The proper age for surgery 
is also somewhat disputable, but we prefer to 
operate on children between ages 6 to 11 years. 

Our policy at present is as follows: Any child 
above approximately 6 years of age who has a 
coarctation of the aorta causing weak femoral 
pulses and a definitely higher systolic blood pres- 
sure in the arms than in the legs is advised to 
have surgery. If associated with such findings 
there are symptoms such as weakness or coldness 
of the lower extremities, headaches, palpitation, 
dizziness, nose bleeds or other signs of high blood 
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pressure surgery is urgently advised. In little 
children in whom a coarctation is found acci- 
dentally during physical examination it is sug- 
gested that operation be delayed, unless untoward 
symptoms present themselves, until the child is 
6 or 7 years old. If in a child a mild symptom- 
less coarctation is found with relatively little 
difference in arm and leg pressure it seems rea- 
sonable to advise observation at yearly intervals. 
It is not advisable to operate on a coarctation 
before the patient is approximately 6 years of 
age primarily because the aorta is too small and 
may not grow normally at the suture line and 
because collateral circulation still has not fully 
developed. It is unwise to delay operation be- 
yond age 11 years because with each passing year 
the technical difficulties of operation increase as 
structural changes in the aorta occur. To advise 
in general against operation for coarctation of 
the aorta is unwise because in the course of early 
middle life catastrophies such as cardiac failure, 
aneurysm of the aorta, rupture of the aorta and 
cerebral hemorrhage are apt to occur. 

The technique of operation has become fairly 
well established during recent years. 

Because of the danger of sudden severe hem- 
orrhage, a large cannula or polyethylene tube is 
always inserted in the saphenous vein at the 
ankle at the beginning of the operation and 
1000 ce. of blood are available and at hand in 
the operating room. 

Exposure is accomplished by a generous pos- 
terior-latera) incision on the left side resecting 
the fourth rib subperiosteally. Complete and ex- 
tensive dissection of the aorta at, above, and be- 
low the coarctation is quite essential. Special 
multitoothed coarctation forceps built on the 
same ‘principle as the ductus forceps have been 
found useful and safe. A vise to hold these 
forceps while the anastomosis is being made re- 
lieves the tension on the assistant and precludes 
the possibility of accidental and disastrous move- 
ments. Whether the open ends of the aorta 
should be sutured in anatomical apposition or 
by an eversion suture is still unsettled. We pre- 
fer anatomical apposition. Homologous grafts 
to bridge large defects are being used but not 
without hesitation because of the established fact 
that homologous soft tissues of all kinds even- 
tuslly become only a mass of connective tissue. 
Time only will tell whether an aortic graft ean 
long stand without blowing out, the constant 
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pounding of a normal blood pressure. 

Subjective results following resection of co- 
arctation of the aorta are good only in those 
patients who have been having distressing symp- 
toms. In the majority of young patients the 
coarctation is resected more or less prophylac- 
tically to avoid later irreparable damage. Our 
experience has been limited to eighteen cases. 
In this small group there have been no operative 
or postoperative complications of note and there 
has been no mortality. 

Vascular Ring.—Developmental anomalies of 
the aortic arch and its branches, although rela- 
tively uncommon, are of special interest, not 
only because the symptoms are so characteristic, 
but also because each case differs in some re- 
spect surgically from the preceding one. 

The pathology basically consists of an arrange- 
ment of blood vessels which encircles the trachea 
and esophagus and constricts them. The degree 
ot constriction determines the severity of symp- 
toms. An infant may strangle shortly after birth 
because of a tight ring — we had one case — or 
the person may go merrily through life never 
conscious of any deformity. he details of the 
pathology have been presented by Dr. Gibson in 
the preceding paper. 

The majority of cases are brought to the hos- 
pital during infancy and must be operated upon 
more or less as emergencies. It is often difficult 
to decide whether the noisy breathing is due to 
persisting respiratory infection or to constric- 
tion of the trachea, It is properly considered an 
error to operate on a child with an upper respira- 
tory infection. ‘Therefore, these patients must 
be observed most carefully before operation, and 
are usually kept in an oxygen tent well humidi- 
fied. As soon as the acute symptoms of a cold 
which often appears to be and is a continuous 
process, operation should be done if the danger 
of strangulation outweighs that of operating on 
a child with an upper respiratory infection. It 
is very distressing to await too conservatively 
an appropriate time for surgery and have the 
child suddenly choke to death. 

Anesthesia is the biggest problem in the surgi- 
cal treatment of vascular ring. Intratracheal 
anesthesia is essential but it is often impossible 
to insert the tube beyond the point of constric- 
tion, specially since the constricting vessel lies 
just above the bifurcation of the trachea. All 
the ingenuity of the anesthesiologist will be 
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called upon to keep the infant oxygenated during 
the operation. 

An anterior left submammary incision is made 
and the chest opened through the third inter- 
space. The second and third ribs are cut at the 
sternal junction, The thymus is dissected from 
the pericardial sac and to allow proper vision 
is for the most part removed. The arch of the 
aorta is freed and the pathology identified. ‘The 
constricting ring may be formed by a double 
aorta in which case the anterior segment of the 
aorta is usually the smaller. It is divided and 
sutured. This procedure breaks the ring. If 
the left carotid overlies the trachea it must be 
lifted up anteriorly and be fixed to the sternum 
by catching sutures in its adventitia. Unless 
the carotid is elevated a cough will persist. If 
the posterior segment is the smaller the aortic 
arch must be freed and the smaller segment cut. 


Tn some cases — one half in our series — the 
arch of the aorta curved to the right and the 
ductus arteriosus curved behind the esophagus 
to attach itself to the pulmonary artery. Often 
there is a small arterial segment overlying the 
trachea anteriorly. It and the ductus must be 
cut to relieve the symptoms. It is impossible 
to outline the various procedures essential for 
complete relief. Such cases are truly exploratory 
and the proper procedure. must be determined 
after the pathology is exposed.*"~ 

Mortality is high in these patients because it 
is difficult to oxygenate them during the opera- 
tion. We have operated upon 9 such cases. One 
infant died three days after operation because 
the important pathology was overlooked. Two 
died during operation from uncontrollable 
anoxia, 


THE CELIAC SYNDROME 


John A. Bigler, M.D. 
Chicago 


The celiac syndrome can be defined as a 
chronic nutritional disturbance due to an in- 
tolerance to fat, carbohydrate, or to both. It is 
characterized by malnutrition, foul bulky stools, 
a large abdomen, and stunting of growth. ‘The 
present concept is, that it is due to an absence 
or decrease of pancreatic enzymes or to an under- 
lying lack of intestinal absorption. 

The individual diseases included in this syn- 
drome are not, as yet, clearly defined. From 
laboratory and clinical data, cystic fibrosis of 
the pancreas can be differentiated from celiac 
disease, infantile steatorrhea and carbohydrate 
intolerance although their interrelationship may 
not be clear. There must be differentiation of 
these conditions from each other as well as from 
other diseases with predominant gastro-intestinal 
and respiratory. symptoms. A correct diagnosis 
ix not only necessary from the standpoint of prop- 
er interpretation to the parents, but also as to 


Read before the 1951 annual session of the Illinois 
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treatment and prognosis. As an illustration of 
this, pertussis was diagnosed in 22% of our cases 
of cystic fibrosis of the pancreas before the cor- 
rect diagnosis of the latter condition was made. 
Also, the prognosis in cystic fibrosis of the pan- 
creas is always bad, while that of the other dis- 
eases of the celiac syndrome is good. 

During the past six years, we have seen at 
The Children’s Memorial Hospital fifty cases 
of cystic fibrosis of the pancreas, nine cases of 
celiac disease, and five cases each of steatorrhea 
and carbohydrate intolerance. This report is 
made from the material of these cases. 

Cystic Fibrosis of the Panereas.—Yhis condi- 
tion is the most clearly defined entity of the 
celiac syndrome. It is a congenital disease, 
often occurring in more than one sibling, having 
all of the findings of the celiac syndrome with 
the addition of chronic pulmonary disease and 
decrease or absence of the pancreatic enzymes. 
During the past six years, we have observed fifty 
cases long enough to establish the diagnosis. 
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TABLE 1 
AGE OF ONSET OF SYMPTOMS 


Cystic Fibrosis of Pancreas 


First Symptoms 
Age Cough Stools Both 


Carbohydrate 


Celiac Steatorrhea Intolerance 


Neonatal 3 10 6 


1 1 


1 month 7 3 


2 


2 months 


2 


3 months 


4-6 mos. 


6-10 mos. 


1 year 


History.—The exact age of onset of symptoms 
is often difficult to determine by the parents. 
As close an estimation as possible is given in 
Table 1. In 36 of 47 patients, the symptoms 
began during the first month of age, and in only 
one child as late as the tenth month: Abnormal 
stools or cough was the first symptom and there 
was failure to gain normally in all cases. In 
20 infants, the mother thought that both the 
cough and abnormal stools started at the same 


time. In 15 infants, abnormal stools were the 


first symptom, while in 11 it was the cough. 


The stools were described as being loose or 
diarrheal at first, and later becoming foul and 
bulky. There was usually frequent adjustments 
of the formla. Vomiting was not a prominent 
symptom, not being significant except during 
episodes of infection or when the pulmonary 
infection was severe. 

The cough was described as being dry or 
asthmatic at first, and later becoming loose. It 
varied from irregular periods of coughing to a 
persistant type of cough with shortness of breath. 
Even during early infancy there was often a 
rattle in the chest, and the normal pinkness of 
the lips was not present. In 11 infants, the 
cough was so persistant that a diagnosis of 
pertussis was made as early as the third month. 
It was unlikely that the infants had pertussis 
because of the persistance of the cough and lack 
of exposures and contacts. Also of interest is 
the fact that 8 of these infants were referred to 
our bronchoscopist because of the pulmonary 
condition before the correct diagnosis of cystic 
fibrosis of the pancreas was made. One or more 
attacks of pneumonia were present in several 
infaats before admission. 


In ali infants there was a history of slow gain 
or failure to gain weight. There was also 
marked fluctuations in weight, losses and gains 
of a pound or more within a period of a few 
days. This was usually accompanied by a cold 
and demonstrates the hydrolability of these in- 
fants. During periods of infection, the pulmo- 
nary symptoms increased and there was often 
dehydration and intestinal symptoms simulating 
an acute gastro-enteritis. There is usually a 
history of frequent upper respiratory infections. 

The appetite was normally good except during 
periods of infection when anorexia would often 
become severe. 

In 8 families there was a history of other 
siblings having had cystic fibrosis of the pan- 
creas. In 3 families there were three children 
and in five families, two children with the dis- 
ease. In no family was there any other disease 
of the celiac syndrome in the history. So fre- 
quently the presenting symptoms during in- 
fancy was malnutrition with frequent colds, 
while in children over two years of age, the 
predominant symptoms were pulmonary. 

Physical Examination—Upon physical ex- 
amination, there is palor and poor nutrition. 
The face is usually full but the body and ex- 
tremities thin with characteristic flat buttocks 
and poor gluteal folds. During periods of ex- 
acerbation of respiratory infection, there may be 
severe dehydration. The stools are bulky, foul, 
grey and oily or greasy. The stool has a pene- 
trating foul odor that often draws ones attention 
upon entering the room. 

Even during early infancy some rales are 
heard throughout the chest and these increase 
with age. Cough is always present, but more 
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marked during infections. At such times, many 
more rales are heard and there may be the find- 
ings of consolidation. As the disease progresses, 
there is constant shortness of breath and more 
emphysema. ‘This is due to the early develop- 
ment of bronchiectasis. Finally moderate 
cyanosis will always be present. The heart is 
normal, 

The abdomen is usually large and distended 
with a doughy feel, but no masses. The subcu- 
taneous fat layer is very thin. The muscles are 
small, soft and flabby. Physical development is 
always retarded, due to the chronicity of the dis- 
ease and the frequent infections. 

There is rarely evidence of avitaminosis. 

Laboratory Data—Although the diagnosis 
may seem evident clinically, some laboratory ex- 
aminations are usually necessary to establish the 
correct diagnosis. 

The stool fat is always increased but the 
amount will depend upon the diet being fed. 
If the patient has been on a low fat diet, stool 
examination should be deferred until after three 
days of a normal diet. Also during periods of 
infection, because of the low consumption of 
food, the stool fat may not be increased. The 
stools of normal children may contain 20% to 


25% fat by dried weight, but in the child with 


cystic fibrosis of the pancreas, this may be in- 
creased to 75%. In Table 2 the amount of 
stool fat in 32 patients is given. In only 4 cases 
was the total stool fat less than 30% and in 
these, a low fat diet was being fed or recent 
diarrhea had been present. Just as important 
is the percentage of free fatty acids. Normally, 
these are below 30% of the total fat, but in cystic 
fibrosis they are usually above this amount. 
(Table 2) Most of the balance of fat is in the 
form of soaps. 

The vitamin A curve is not a specific test but 
will often aid in the diagnosis. The test con- 
sists of doing a fasting blood serum level of 
vitamin A, then giving 7,000 units of vitamin A 
per kilogram orally, and rechecking the blood 
serum at three and five hour levels. This test 
was done 55 times on 43 patients. (Table 3). 
The fasting blood level was below 15 units in 
the majority of patients and only as high as 40 
units in one patient, a proved case of cystic 
fibrosis of the pancreas. The characteristic curve 
is very flat, there being less than a 25 unit rise 
between the fasting and five hour level. In all 
but 5 of our cases, the rise was 15 units or less. 
The flat vitamin A curve does not differentiate 
the diseases of the celiac syndrome, and it is 
frequently found in malnutrition and in gastro- 
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TABLE 3 
VITAMIN A CURVE OF BLOOD SERUM 


FASTING 


3 HOURS 


5 HOURS TOTAL RISE 


Steator- Carbohy- 
Celiac rhea drate Celiac rhea 


Steator- Carbohy- 


Steator- Carbohy- Steator- Carbohy- 


drate Celiac rhea drate Celiac rhea drate 


enteritis from any cause. 

‘Titration of the pancreatic enzymes from the 
duodenal secretion is of importance to the diag- 
nosis, The procedure is difficult from the stand- 
point of obtaining the duodenal secretion and 
the laboratory procedure is time consuming. 
‘Titrations were done on 35 patients for amylase 
54 times, for trypsin 56 times, and only 17 times 
for lipase, Table 4, 
in our laboratory for these enzymes are as fol- 
lows: amylase 1.5 (early infancy) to 8.0 (late 
childhood) grams per cent of glucose liberated, 
trypsin 8.0 (early infancy) to 17.0 (late child- 
hood) grams per cent of nitrogen liberated and 
lipase 100 (early infaney) to 200 (late child- 
hood) ce of N/20 NaOH per ec. The two higher 
values for amylase, Table four, were both in a 
two year old patient that died with a proven 


Average normal values 


evstic fibrosis of the pancreas. All other values 
were well below the minimum amount present in 
normal children, the majority having no amylase 
activity. All trypsin values were extremely low 
Evaluation of the 


as were those for lipase. 


24 


duodenal enzymes is of greatest value in the 
final diagnosis of cystic fibrosis of the pancreas. 
All the enzymes are absent or markedly decreased. 
We have occasionally found low values in infants 
recovering from gastro-intestinal infections. 

We have had no experience with the increased 
viscosity of the duodenal fluid as reported by 
Shwachman.? 

Anemia has not been a prominent finding in 
our cases. It was present in 10 cases and absent 
in 36, Leukocytosis was present in 38 cases and 
absent in 7, undoubtedly a response to the pulmo- 
nary infection. This was in contrast to other 
diseases of the celiac syndrome. 

The bronchial secretions or the throat was cul- 
tured in 23 cases and all had a predominant 
growth of staphylococcus. 

The blood serum sugar, cholesterol and protein 
levels were usuallyy normal or slightly decreased 
and not diagnostic. 

Stool digestion of the gelatin of an x-ray film 
was done on 13 cases and all were negative, In 


lilinois Medical Journal 


Trace for 
Trace 
to 5 1 3 
15-20 1 1 1 2 1 
30-35 1 
; over 2 2 1 
0.0 
0.5 
1.0 
2.0 
3.0 
4.0 
6.0 
01 
1.0 
2.0 
30 
40 
6.0 
8.0 
10 
N, 
Fo 


those instances the trypsin content of the duo- 
denal juices varied from absent to as high as 1.2 
grams % N in one case. This test is easy to per- 
form and is of value in the diagnosis when nega- 
tive. 

Roentgenograms of the chest are of value in 
differential diagnosis from other diseases. In 
all but the youngest infants, there will be evi- 
dence of emphysema. ‘The pulmonary findings 
are chronic and progressive. ‘There are always 
exaggerated bronchovesicular markings and 
numerous patches of increased density distributed 
throughout both lungs, the amount depending 
upon the degree of infection present at the time. 

Treatment.—The treatment of cystic fibrosis 
of the pancreas has been discouraging. Some 
progress has been made since the advent of the 
newer antibiotics. During the crisis of infection, 
electrolyte solutions, blood, and plasma must be 
used just as for any case of gastro-enteritis. 
We use a liberal high calorie diet, which is low in 
fat. Although it has been shown that with high 


TABLE 4 
DUODENAL ENZYMES 


Cystic Fibrosis of Pancreas 


fat diets more fat is absorbed, we feel that the in- 
creased foul odor of the stools and the more fre- 
quent occurrences of diarrhea are disadvantages. 
Our diets are usually high protein, and carbo- 
hydrates as they are tolerated. Liberal vitamins 
are given. Liver extract is given after crisis. 
Some form of pancreatin is given orally with 
each meal. 

As most of these children die because of the 
pulmonary infections, therapy to combat such 
infections is extremely important. Oxygen and 
bronchoscopy are of value during acute episodes 
of pulmonary infection. Aerosol penicillin is 
also of value, but our best results have been with 
the use of Aureomycin orally. This is used both 
as active therapy and as a prophylaxis. During 
active infections 50 mg. per kilogram are used. 
For prophylaxis 50 mg. q.i.d. is given for the 
younger children and 100 mg. q.i.d. for the older 


ones. 
Prognosis.—The life expectancy of these chil- 
dren is poor. (Table 5). So far, only one of the 
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0 36 26 15 
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i. Amylase — grams % of glucose liberated. 2. Trypsin — grams % of Nitrogen. 


N/20 NaOH per ce. to neutralize free fatty acids. 
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TABLE 5 
PRESENT STATUS OF PATIENTS WITH DIAGNOSIS OF CYSTIC FIBROSIS OF PANCREAS 


Age 


Last Treatment Without Aureomycin Treatment With Aureomycin 
Seen Died Poor Fair Died Poor Fair 
Under 6 months 8 1 1 1 

1 year 4 1 2 1 1 
2 years 3 1 1 3 
3 years 1 4 1 
4 years 1 1 3 
5 years 1 2 
6 years 1 

7 years 1 

8 years _ 1 1 1 


9 years 


children we have observed has lived past the 
9th birthday and only two are alive at eight years 
of age. We do feel that aureomycin has been of 
some value. The children on this medication 
have eaten better, gained better and have had 
fewer infections and there has not been the same 
progress in their pulmonary infections. ‘They 
seem to be in better condition than those not 
receiving such medication. ‘Terramycin may 
be of the same value, but we have not had suffi- 
cient experience with it. 

Celiac Disease, Infantile Steatorrhea and 
Carbohydrate Intolerance.—These diseases of the 
celiac syndrome have not been as common in our 
experience as has cystic fibrosis of the pancreas. 
During the period that we had 50 cases of cystic 
fibrosis of the pancreas, there were only 19 cases 
that could be classified: as the other members of 
the celiac syndrome. It is very difficult to dif- 
ferentiate these latter conditions from each other, 
and one may question the reason for doing so, 
as the prognosis and therapy are so similar. All 
the children seen with celiac disease, steatorrhea, 
and carbohydrate intolerance have made a good 
recovery or are doing so. 

The main points in differentiation from cystic 
fibrosis is the absence of chronic pulmonary in- 
fections, the presence of normal trypsin and 
lipase in the duodenal secretions, and usually a 
somewhat better state of nutrition. 

Celiac Disease——In this condition there is a 
failure of fat and carbohydrate absorption. The 
onset has usually been after the fourth month 
of lize. The first symptom being a slowing of 


the rate of gain or failure to gain in an infant 
that has been gaining fairly well. Then with 
upper respiratory infections there are frequent 
stools often becoming diarrheal, and foul smell- 
ing. With these infections, the appetite decreases 
and there are wide swings in weight. The stools 
become large, grey, foul, greasy and at times 
foamy. The abdomen enlarges and intestinal 
motility is less than normal. Growth may be 
moderately retarded. Malnutrition with flat 
buttocks and palor are usually present. 

The stools contain an excess of fat as shown in 
Table 2. In the one instance where the total 
fat was low, a low fat diet was being fed. The 
free fatty acids are also increased but not as 
consistently or as high as in cystic fibrosis of 
the pancreas. 

The vitamin A curve, (Table 3) is flat with 
a rise of less than 20 units. 

Duodenal drainage was done in seven cases. 
In 5 there was absent or decreased amylase activi- 
ty. The trypsin activity was normal. None were 
tested for lipase. Six of the children had some 
anemia and in only one was the white count above 
normal. Serum proteins and cholesterol were 
normal to slightly decreased. We have seen one 
child with a severe hypoproteinemia with edema 
during a crisis with infection. 

X-ray film digestion by stool trypsin was pres- 
ent in the five cases tested. 

X-ray of the chest does not show emphysema 
and chronic pulmonary infection. 

Treatment.—Intravenous fluids, blood and the 
antibiotics, must at times, be used when there 
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is a severe crisis with dehydration and diarrhea. 

The diet that we use is similar to that recom- 
mended by Anderson® and is given in about the 
order the foods are listed: 

1. Formula of protein milk or separator 
skimmed milk with banana powder. 

. Scraped beef and tomato juice. 
3. Mashed banana — up to several a day. 
. Cottage cheese and gelatin. 
. Pureed squash, peas, celery and spinach. 
. Other meats, chicken, lamb, liver, and eggs. 
. Seraped apple, other fresh fruits and vege- 
tables. 

8. Sweibach and toast. 

9. Cereals and potato. 

10. Whole milk and butter should be added 
last and with caution. 

Water soluble vitamins are given and parenter- 
al crude liver extract is of great help. 

Pancreatin preparations do not seem to be of 
any special value. Antibiotics are of value only 
during periods of infection. 

Prognosis.—The prognosis is good although 
it may take several years before a liberal diet 
can be used and nutrition and growth become 
normal, 

Infantile Steatorrhea—This is characterized 
by onset in the first few months of infancy, with 
foul greasy stools, normal pancreatic enzymes 
and periods of diarrhea. It is not known whether 
this condition is a separate entity or a part of 
celiac disease. We have reserved the diagnosis 
for those infants that have their onset during 
the first few months of life and have a fat intoler- 
ance alone. They usually respond so well that 
by the end of a year, they are having little or 
no trouble. In the one child tested, the pancreat- 
ic enzymes were normal. The total stool fat is 


increased, and the vitamin A curve is flat with 
a subnormal rise. ; 

We have found that periods of diarrhea will 
develop with infections and with excess fat in 
the diet. Nutrition is ordinarily good. 

Treatment consists of a low fat diet or the 
celiac diet. The prognosis is good. 

Carbohydrate Intolerance.—It is impossible to 
say at this time whether cases of carbohydrate 
intolerance are a separate entity or whether they 
can be classified as mild celiac disease. The cases 
we have so diagnosed have had an earlier onset 
than celiac disease. They have more consistently 
shown a lower amylase of the pancreatic enzymes 
with low normal to normal trypsin and normal 
lipase. The excess stool fat and increased free 
fatty acids have also followed the pattern of 
celiac disease. The stools, however, also contain 
an excess of starch fibres and are likely to be foul 
and foamy. The vitamin A curve may be flat 
to normal with a total rise of from low to normal. 

The symptoms and physical findings are usual- 
ly the same as those for celiac disease except the 
patients we have so diagnosed are less malnour- 
ished and symptoms are more likely to appear 
from dietary starches than fats. Crises develop 
with infections. Treatment: We use the celiac 


diet with fats as tolerated for these children, 
using the same treatment regime as with celiac 
disease. 

The prognosis is good and these children seem 
to recover more quickly than do those with celiac 
disease. 
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It would be impossible to cover the field of 
complaints presented by gynecological and ob- 
stetrical patients in the time allotted for this 
paper; therefore, I have chosen a few problems 
encountered with sufficient frequency, in private 
practice, to be worthy of your consideration. 

Hardly a day passes, but some patient presents 
herself for sore, or “lumpy” breasts. She seeks 
medical attention for relief of distress and as- 
surance that cancer isn’t present. ‘The alertness 
of womankind is, in part, due to the splendid ed- 
ucational program fostered by the combined 
medical and lay groups in our country. The 
clinician has a grave responsibility in classifying 
these breasts in an attempt to avoid advising un- 
necessary surgery, or procrastinating where a 
diagnosis of early cancer could, or should, be 
made. Assuming the diagnosis to be cystic dis- 
ease of the breast, he can certainly reduce her 
discomfort and definitely improve the local dis- 
order. 

It is surprising that so many women wear ill 
fitting brassieres or none at all. A proper uplift 
brassiere, holding up the breast, relieves some of 
the congestion, thereby decreasing distress. They 
are encouraged to wear the support night and 
day. This support regime is supplemented by 
endocrine therapy, using either progesten or 
androgens in the last half of the menstrual cycle, 
in the form of tablets or buccal linguets. The 
value of decreased intake of refined sugar and 
increased vitamin B is still a matter of dispute. 

Another phase of breast disorder is the post 
partum engorgement. The usual commercial 
nursing brassiere falls short in some respects. 
These full, tense, tender breasts are not appreci- 
ably relieved by pumping or nursing; but a 
combination of support and peripheral pressure 
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may solve the problem. ‘This can be accom- 
plished by the use of elastoplast, three or four 
inch wide strips; placed from side to side, one 
above, one below the breasts; with a short strip 
between the breasts. The elasticity exerts con- 
stant pressure on peripheral areas of breast, with 
the result, they “leak” and become softer. Very 
few patients fail to appreciate this comfort when 
they are beset with the adjustments nearly every 
new mother must make. 

The symptom of low backache is fairly com- 
mon among gynecological and obstetrical pa- 
tients. Quite often, the trouble is not essentially 
pelvic, but orthopedic. Poor posture may cause 
pressure on the nerves, and can be relieved by 
simple hyperextension of the back muscles, name- 
ly, the supra spinalis group. An elementary way 
to accomplish this, is to have ‘the patient stand 
erect, grasping firmly the handle of a closed 
door, and assume a squatting and standing posi- 
tion while facing the door with head and back 
hyperextended. This exercise performed twenty 
times morning and evening, has brought relief 
to many patients. Quite often, a proper corset 
will give more constant assistance to the tired 
muscles and joints. 

Along these lines, leg cramps, or so called 
“charley horses” in many obstetrical patients 
may not be due to varicose veins but a deficiency 
of calcium. The intravenous administration of 
a suitable caleuim preparation may give relief— 
so that both the patient, and her husband, may 
rest at night. It is interesting to see many leg 
cramps relieved by discontinuing the use of 
“rolled hose” or circular supporters. The patient 
often states that they aren’t tight; however, (it 
should be pointed out that) If they are tight 
enough to hold up the hose, they are too tight for 
the legs. 

Sometimes we see mutliparous women dis- 
tressed with vulvar varicosities. To my knowl- 
edge, there is no uniformity in management of 
this complaint; with the result that most pa- 
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tients Just grin and bear it until after delivery. 
In several instances, the principle of support and 
pressure are helpful. This can be accomplished 
by having the patient wear a corset with a per- 
ineal flap to hold one or two sanitary napkins 
against the vulva. 

Anyone doing obstetrics, is soon impressed 
with the uncomfortable itch and burning pro- 
duced by a mycotic infection. Frequently, the 
vaginitis and vulvitis persist until delivery, un- 
less the treatment is adequate. The most valu- 
able agent is gentian violet 144 to 1% aqueous 
solution, or a medicated jelly containing this 
ingredient. A decrease in refined sugars and 
citrus foods seems to enhance the treatment and 
retard recurrence. 

Since almost everyone will agree a certain 
amount of discomfort is inescapable during the 
post partum healing of an episiotomy; it seems 
anything one can do to reduce distress is in- 
dicated, and sure to be appreciated by the owner 
of said sore anatomy. ‘The writer has in mind 
the use of o or oo chromic catgut throughout the 
episiotomy repair, with subcuticular skin clos- 
ure, thereby reducing the chance for sanitary 
napkins catching or pulling on the healing area. 
Incidentally, the application of a narrow ice bag 
to the episiotomy for the first twenty-four hours 
after delivery does much to hold edema to a 
minimum. After two or three days, the perineal 
lamp thirty minutes twice daily gives relief and 
reduces excess moisture. 

Supplemental to this, the patient seems to 
recover quicker if the so called perineal ex- 
ercise is instituted. It is fashioned after the 
procedure advocated by Dr. Kegel of Los Angeles 
without the perinometer. Simply have the pa- 
tient contract the perineal muscle strongly as 
though stopping a bowel movement and then 
relax. Repeat this twent or thirty times morn- 
ing and evening. In several cases so instructed, 
there seemed less than the usual discomfort to 
the patient in making routine post partum ex- 
aminations and resumption of coitus. In carry- 
ing on the exercise for three to six months, many 


cases of mild incontinence become corrected, 
especially in multiparas with incomplete urinary 
control which preceded the present gestation. 

Many post partum or gynecological patients 
have vague lower abdominal distress eluding def- 
inite etiological classification, as far as ordinary 
bimanual examination is concerned. On a few 
occasions, it has been my opportunity to see 
patients subjected to ill advised surgery for 
vague lower abdominal distress unrelieved by 
such treatment. It therefore, is necessary to in- 
vestigate the urethra as a location of pelvic dis- 
tress in any case with indefinite clinical syn- 
drome. 

All of you have had instances of discovering 
cervical disease on a so called routine pelvic 
examination, much to the surprise of the patient. 
She may or may not have come in for signs or 
symptoms attributed to cervical pathology. In 
your enthusiasm to sincerely impress the pa- 
tient with the seriousness of her disorder, you 
were perhaps at a loss to successfully put across 
your intended treatment: or, maybe after what 
appears as a reasonable period of time to the 
patient, she becomes displeased and seeks the 
service of one of your competitors. For some 
time, the author has routinely shown the patient 
here cervix through the speculum by having her 
hold a small hand mirror. The patient holds it 
in such a manner to view the cervix, lighted by 
an ordinary, flexible office lamp. The patient’s 
reaction is amazing, and relieves the doctor of 
a great many words; to say nothing of increasing 
her desire to follow your advice, in order to ac- 
quire the best results from the treatment you 
may deem advisable. This further serves in sat- 
isfactorily explaining why this particular pa- 
tient should have treatment, when some of her 
girl friends aren’t advised to see their own 
doctors, as she has been advised. 

This also stimulates the doctor to do good 
work: and, patients will demand to see that their 
cervixes are well, thereby reducing precancerous 
lesions and perhaps aid in early diagnosis of 


cancer, 
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There is hardly a more gratifying task for the 


roentgenologist than to offer his assistance to an 
obstetrician who is facing a difficult situation in 
which the usual clinical diagnostic procedures 
are not sufficient. This is particularly true in 
those emergency cases where two lives are at 
stake, as for instance in a suspected placenta 
previa or in an unexpected dystocia of clinically 
obscure origin. 

The objectives of obstetrical x-ray diagnosis 
may either be merely qualitative or on the other 
side strictly quantitative in their scope. 

The more important instances of the first 
group are: 

1) Diagnosis of pregnancy, differential diag- 
nosis between pregnancy and tumor, diag- 
nosis of co-existing pregnancy and tumor. 

2) Differentiation between single and multi- 


ple pregnancy. 


3) Diagnosis of fetal position, attitude and 


presentation, 

4) Diagnosis of ectopic pregnancy, missed 

abortion and hydatidiform mole. 

5) Estimation of amount of amniotic fluid. 

6) Diagnosis of fetal deformities or diseases. 

7) Localization of the placenta. 

8) Determination of fetal death. 

9) General qualitative survey of the maternal 

pelvis. 
Quantitative objectives: 

1) Pelvic measurements. 

2) Fetal measurements. 

3) Study of suspected or evident cephalo- 

pelvic disproportion. 

4) Determination of fetal age. 

Before going into details I would like to stress 
that diagnostic x-ray examination of pregnancy, 
if properly performed, is absolutely harmless to 
mother and fetus. Those who express fears to 
the contrary, presumably confuse diagnostic 
procedures with therapeutic irradiation. 


Presented before the General Assembly, Illinois 
State Medical Society, 110th Annual Meeting, Spring- 
field, May 25, 1950. 


Roentgenology in Obstetrical Problems 


Francis Blonek, M.D, 
Rock Island 


Diagnosis of pregnancy. The demonstration 
of the fetal skeleton in utero is absolute evidence 
of pregnancy. ‘The fetus in utero can be demon- 
strated by x-rays only if its skeleton is so far 
ossified to give shadows differentiable from the 
surrounding soft tissues. Although the ossifica- 


tion of the clavicle begins as early as the 5th or 
6th week and of the mandible in the 7th week, 
the ossification of the feta) skeleton is up to the 
12th week so poorly developed that the skeleton 
is invisible on a roentgenogram even of an 
isolated fetus, 

At 14 weeks, parts of the fetal skeleton may 
be seen on a slender patient and with very good 
technique and much luck. With good technique 
the fetus can generally be demonstrated from the 
16th to the 18th week or at 4 to 41% lunar 
months, respectively. Constantly and without 
exception the fetus can be seen at 20 weeks or 5 
lunar months. 

Differential diagnosis between pregnancy and 
tumor is made by absence of a fetal skeleton in 
a uterus corresponding by its size to such time 
of gestation that, if present, the fetus should be 
definitely visible. A tumor of a pregnant uterus 
is seen either by deformity of the uterine outline 
or hy abnormal position of the fetus displaced 
by the intrauterine growth. 

The differential diagnosis between single and 
multiple pregnancy and the diagnosis of fetal 
posture, presentation and position is usually 
very easy with x-rays and may be sometimes 
very difficult clinically, especially in very obese 
women or in a case of hydramnios. In the diag- 
nosis of multiple pregnancy it has to be kept in 
mind that a very brisk movement of one fetus 
during the exposure may completely or partially 
efface its image on the film and therefore in 
doubtful cases a second film has to be taken. 

Ectopic pregnancy can be diagnosed by a 
definitely eccentric position of the fetus, or in 
some especially selected cases, by hystero-sal- 
pingography or pneumoperitoneum. 

Missed abortion can be diagnosed if the preg- 
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naney lasted long enough before fetal death 
occurred in order to make the fetal skeleton 
visible on the film. 

Estimation of the amount of amniotic fluid 
may give evidence both for increase or decrease. 
A hydramnios will show an extensively large 
uterus of greyish hazy appearance. Oligamnios 
will show a uterus relatively small to the size of 
the fetus and the fetus of a compressed appear- 
ance due to small amount of surrounding fluid. 

The diagnosis of monstrosities, for instance 
anencephaly is usually easy and of great impor- 
tance. Also the diagnosis of micro- or hydro- 
cephalus is feasible but must be made cautiously. 
It may be possible to see an extensive spina 
bifida occulta, Among diseases of the fetus, 
chondrodystrophy may be diagnosed by abnormal 
shortness of long bones and osteopsathyrosis by 
pathological fractures in utero. 

A very important chapter is the x-ray visual- 
ization of the placenta. In cases of bleeding in 
the last trimester of gestation it obviates the 
necessity of vaginal examination with its at- 
tendant dangers of infection, or it may spare 
the patient the risk of a Caesarean section if a 
placenta previa can be ruled out. Because of 
the high mortality rate for both mother and 
child, as associated with vaginal delivery in cen- 
tral placenta previa there has been a marked 
increase in the number of Caesarean sections 
performed for hemorrhage in the later months 
of gestation. In many instances, however, in 
which this measure has been undertaken, the 
placenta was found in a normal location or not 
sufficiently across the internal os of the cervix 
to cause much difficulty. Dippel and Brown 
found by x-ray examination of 92 instances of 
bleeding in the last trimester that only 11 were 
due to placenta previa. On the other hand, in 
cases where a Caesarean is indicated because a 
delivery from below is impossible, the before- 
hand determination of the implantation of the 
placenta is of obvious advantage to the physician. 
The diagnosis is made by means of plain roent- 
genograms, mainly in lateral views. The pla- 
centa is seen in the lateral view as a fusiforme 
thickening of the uterine wall between the outer 
uterine contour and the panniculus of the fetus. 
The thickness in the midportion is about 7 cms. 
In marginal implantation most of the placenta 
shows on either the anterior or posterior wall, 
but the upper edge fails to extend into the fund- 
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us while the lower edge extends down into the 
lower segment. Even in frank lower uterine 
implantation part of the upper edge of the pla- 
centa shows either anteriorly or posteriorly. 
Such lateral roentgenograms may either pro- 
vide direct evidence of normal or marginal im- 
plantation of the placenta. Or indirectly, the 
absence of the placenta shadow will point toward 
a placenta previa. The presence of a placenta 
previa may be further confirmed by injection of 
125 to 200 Ces. of an opaque solution into the 
urinary bladder, as recommended by Walter Ude. 
Normally, the space between presenting part and 
filled bladder is 1-2 ems., while in central previa 
the distance increases to 5-6 ems. Marginal 
previa shows unilateral widening of the space 
laterally, anteriorly or posteriorly. In such cases 
besides a lateral view, an antero-posterior view 
may be useful. 

Fetal death shows the following roentgeno- 
graphic signs: 

1) Overlapping of skull bones of the fetus in 
utero due to maceration, provided the patient is 
not in labor. 

2) Angulation of the fetal spine. 

3) Disproportionally small fetus for one peri- 
od of gestation. Such may be especially demon- 
strated by measurement of the occipito-frontal 
or biparietal diameter and use of the charts of 
Scammon and Calkings. 

Absence of all these signs does not exclude the 
possibility of fetal death. However, the roent- 
genological demonstration of fetal movement 
during exposure is conclusive evidence of fetal 
life. 

General qualitative survey of the maternal 
pelvis, is indicated in cases of obvious gross 
congenital malformation, sequelae of trauma or 
bone pathology in a neighborhood of the osseous 
birth canal. 

The quantitative objectives of obstetrical 
roentgenography are, as already stated: 

Pelvimetry. It was long felt that the classical 
external measurements of the pelvis are often 
very unreliable and internal measurements not 
always possible, besides being not advisable in 
late pregnancy. Therefore, x-ray measurements 
of the pelvis were started very early in the 
Roentgen era and are today brought to a very 
exact degree. Thoms, a recognized authority 
in obstetrics, stated in 1937: “The routine 
use of roentgen pelvimetry in primiparae 
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may form a part of the routine procedure in 
every well conducted prenatal clinic.” In 
1939 he declared: “It is my opinion that 
time is not far distant in hospital practice 
in our country when the treatment of cases of 
difficult childbirth resulting from pelvic mal- 
proportion without roentgen ray study will be 
as culpable as the treatment of fractures without 
the same diagnostic treatment.” 

Good determined the following indications 
for x-ray pelvimetry. 

1) When vaginal measurement is contra- 
indicated for reason of asepsis on a patient who 
presented herself too late in pregnancy. 

2) In extreme obesity of the patient. 

3) If clinical examination suggests abnormal- 
ity in size and shape of pelvis. 

4) In all cases with history of dystocia at 
previous delivery, especially if fetal death or 
maternal injury occurred — regardless whether 
or not results of obstetrical examination are 
normal. 

5) Cases of fractured pelvis. 

6) Elderly primiparae especially with breech 
presentation. 

7) During labor to ascertain the site of arrest 
and to aid in planning of kow to overcome 
dystocia. 

8) When the patient herself requests the x- 
ray examination. 

Hartzell added lately another instance, 
namely ; 

9) Women of physical type that usually have 
an android pelvis. 

Caldwell and Moloy pointed out the fol- 
lowing distinguishing characteristics between the 
male and female pelvis: 


Female Male 
Inlet as a whole Round Heart shaped 
Anterior segment Rounded Triangular 
Posterior segment Deep Shallow 
Sacrum Curved and Straight and 

backward forward 
Promontory Flat Bulging 
Sciatic notch Broad Narrow 
Vertical height Small Great 
Subpubic angle Broad Narrow 


Bispinous diameter Large Small 
Caldwell and Moloy established also the 


classification of 4 basic types of the female pelvis 
which is today widely accepted, namely : 

1) Gynecoid type—Symmetrical, oval inlet 
and a transverse diameter up to 3 ems. 
longer than the antero-posterior diameter. 

2) Anthropoid type—A round or oval inlet 
with transverse diameter less or no more 
than equal to the antero-posterior diameter. 

3) Android type (male)—Inlet triangular, 
wider in the posterior third and narrow 
anteriorly. In some cases the ischial 
spines protrude inward. 

4) Platypelloid type (flat pelvis)—Antero- 
posterior diameter shorter by 3 cms. or 
more than the transverse diameter. 

There are, of course, many instances of over- 

lapping of two types. 

A roentgenographic study of the pelvis not 
only demonstrates the type, but it offers also the 
possibility of exact measurement of the most im- 
portant diameters of the inlet, midpelvis and 
outlet. Many pelvimetric methods have been 
published. It is not so important what method 
is used but how familiar the individual roent- 
genologist is with his preferred technique. 

Cephalo-pelvic proportion can be established 
and existing disproportion demonstrated if 
either the occipito-frontal or bi-parietal diameter 
of the fetal skull can be seen and measured. 
Due allowance must be made for the growth of 
the skull between the date of the examination 
and E.D.C. Such measurements are especially 
useful in boderline cases and will show whether 
a test labor is warranted or a Caesarean is 
primarily indicated. 

Obviously, the roentgenograms will only show 
the dimensions of the birth canal and of the 
fetal skull and not the thickness of the soft 
tissues. In case of definite absence of cephalo- 
pelvic disproportion, dystocia due to the osseous 
structures of the passenger and the passageways 
can be ruled out. Other reasons for dystocia, 
for instance, rigidity of cervix, uterine inertia, 
ete., are, of course, not within the scope of 
roentgenographic procedures. 

Winberg and Scadron published in August, 
1946, 500 subsequent cases of feared or actual 
dystocia and demonstrated that in about 2% 
the roentgenographic results followed by the 
obstetrician led to undesirable outcome. No 
blame should be put on the pelvimetry, respec- 
tively the roentgenologist, but rather allowance 
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should be made for the clinical judgment of the 
physician conducting the delivery. 

Fetal age can be fairly well estimated by the 
appearance and size of the ossification centers 
of the distal epiphysis of the femur and proximal 
epiphysis of tibia. If the fetal skull is visualized, 
either in the occipito-frontal or bi-parietal di- 
ameter, those diameters can be exactly measured 
and the fetal age almost accurately determined 
by the use of charts, for instance those of Scam- 
mon and Calkins, as modified by Paul C. 
Hodges. Besides the skull measurements, fetal 
age may also be computed from the length of the 
calcified portion of shaft of femur or from the 
distance between the bregma and the upper ex- 
tremity of the femoral shaft. This is useful in 
cases where neither the occipito-frontal or bi- 


parietal diameter of the fetal skull are seen on 
the film because of an obliquity of the presenta- 
tion of the skull, the two latter measurements, 
however, are not as reliable as the cephalic di- 
ameters. ‘The determination of fetal age may 
have an importance from the forensic viewpoint, 
or in those cases of uncertain menstrual history 
and especially if an overanxious pregnant woman. 
claims that her pregnancy is overdue. 

In conclusion, I hope to have demonstrated 
that roentgenometric precedures are very useful 
in obstetrics, and I would like to quote an edi- 
torial from the British Medical Journal of 1938: 
“Generations of obstetricians have sought a per- 
fect method of pelvic and fetal head mensuration 
and it is fair to say that radiologists can now 
make good claim to have answered the call.” 


Voluntary Health Insurance — 
Success or Failure? 


H. Kenneth Scatliff, M.D. 
President, Chicago Medical Society 
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Dr, Scatliff: Voluntary health insurance — 
in this country — came into its own during the 
last quarter of the century. The years of de- 
pression made it necessary to find some way to 
meet the expense of catastrophic illness. In 
other words, it emphasized the need for insurance 
of one type or another. 

In evaluating the success or failure of volun- 
tary health insurance, we must first define the 
terms and standards of evaluation. “Voluntary” 
means freedom of action — an important con- 


For January, 1952 


cept in the American way of thought and life. 
Voluntary health insurance means a form of 
insurance which achieves its end without com- 
pulsion, Federal intervention, or assistance by 
Government taxes. 

Success is achievement of the desired results 
— what, then, are the desired results? Some 
people might call health insurance successful 
only if it covers all types of illnesses and dis- 
abilities, with the cost of illness completely met 
by the policy of the plan. I would like to say a 
few words on this point. Never in the history 
of the world has the population of any nation 
had “complete” coverage of illness — yet, the 
opponents of voluntary health insurance lead us 
to believe that complete happiness can only be 
accomplished by 100 per cent coverage. It is 
impossible to cover everything. 

The health insurance which is now available 
presents advanced and revised plans offering 
more financial stability. Even so, we must realize 
that chronic illnesses and disabilities, such as 
tuberculosis, old age, and similar afflictions 
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are not adequately covered. As a _ matter 
of fact, some areas of illness have been 
regrettably neglected. ‘The destitute and in- 
digent are often without adequate medical care. 
On the other hand, proposed legislation for Gov- 
ernment sponsored insurance, such as_ the 
Wagner-Murray-Dingell Bill, are also inadequate 
in the coverage of these particular groups. One 
wonders whether it is possible to design either 
a voluntary or a compulsory plan which covers 
all contingencies. In other words, does our pres- 
ent admitted lack of coverage in these fields ac- 
tually suggest a failure of our present plans? 
It does not! 

It has been said that the very rich and the 
very poor have the most adequate medical care 
—- this leaves the middle class, the largest group 
of the population, most in need of a better dis- 
tribution of medical facilities. Voluntary plans 
must take great care not to offend the pride or 
the pocketbook of the middle class. On the 
other hand, it is quite evident that it is the 
middle class which would have to foot the bill 
for any Government issued type of medical care. 

It is my personal opinion that, at the present 
time, the status of medical care in the United 
States does not require compulsory health in- 
surance. ‘Today, four-fifths of all hospitaliza- 
tions, one-half to three-fifths of all surgical and 
medical care in hospitals is covered by voluntary 
health insurance. The Blue Cross and Blue 
Shield plans have stimulated public interest in 
health insurance. 

It is interesting to look back at the beginnings 
of voluntary health insurance. In 1929, a Dallas 
school teacher broke her leg and was taken to 
Baylor University Hospital. She had difficulty 
in meeting her hospital expenses — a problem 
which became known to her friends. As a result, 
her friends banded together into a small mutual 
group insurance plan. Other groups followed, 
and the idea spread until, at present, forty-one 
to forty-two million people are covered by volun- 
tary health insurance. 

The Blue Cross plan, which affords hospital 
care only, was followed by the Blue Shield plan, 
which includes surgical and medical care. We 
realize well enough that Blue Cross and Blue 
Shield leave room for improvement. But, before 
judging success or failure of these or any other 
plans, we must realize that in designing type and 
scope of coverage we had to start from scratch: 


no statistical analysis was available which de- 
termined the most frequent need for a physician’s 
service. Now at least we have laid the founda- 
tions for future improvements in plans which are 
available or which are to be developed. 

Blue Cross and Blue Shield are not the only 
types of voluntary health insurance which are 
available to the public. Some plans are offered 
by commercial companies controlled by stock 
holders ; others by so-called non-profit or mutual 
companies. Some plans pay expenses which have 
been incurred to policy holders; others pay di- 
rectly to hospitals which have assumed the re- 
sponsibility for services rendered to the patient. 
In recent years a growing number of industrial 
companies and labor groups have been looking 
for a package type of coverage which would in- 
clude health, life and other types of insurance 
under a single premium program. 

One of the earliest of the “community plans” 
was tried in Tampa, Florida in 1900. Dves were 
as low as 25c per month. The Tampa plan 
offered a comprehensive service, and the doctors 
were paid on a salary basis. Locally, this par- 
ticular plan worked very well. 

In 1933 the American Hospital Association 
formulated standards of acceptance for voluntary 
plans for hospitalization insurance. The stand- 
ards included general principles for the protec- 
tion: of public interest and public welfare; i.e., 
free choice of hospital, non-profit charter for the 
plan, sound economic foundations, and ethical 
promotion. Shortly afterwards, the American 
Medical Association recommended that plans pro- 
posed or operated for medical and surgical care, 
should be approved by the local, county and state 
medical societies. It endorsed the concept which 
had been outlined by the American Hospital 
Association and placed particular emphasis on 
the maintenance of a confidential patient-doctor 
relationship. From then on voluntary health 
insurance has grown, not particularly in leaps 
and bounds, but steadily to the point where it 
stands today. 

In conclusion, I might say that a great deal of 
progress has been made during the past decade. 
I feel that voluntary health insurance has been 
a success as far as its present efforts go; con- 
tinuous success will depend on the cooperation of 
medical societies and communities. My own 
efforts are directed toward the perfection of the 
voluntary plans. I am enough of a realist, how- 
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ever, to be aware of the fact that the cooperation 
of all concerned is a much more important factor 
in voluntary health insurance than in Govern- 
ment sponsored plans. 

Dr. Max Samter, Associate Professor of Medi- 
cine: Thank you, Dr. Scatliff. It is now my 
privilege to introduce to you Dr. Walter C. 
Bornemeier, the secretary of the Chicago Medical 
Society. Dr. Bornemeier, who is an out-spoken 
man, has suggested a thousand dollar prize for 
an acceptable health insurance scheme. I feel 
that this must mean that Dr. Bornemeier does 
not think that all is well, and I wonder whether 
he would comment on Dr. Scatliff’s conclusions. 

Dr. Walter C. Bornemeier: The Blue Cross is 
a hospital plan, not a doctors’ plan. The doctors’ 
plan is the Blue Shield. I feel that the com- 
munity should assume the responsibility for the 
Blue Cross type of insurance. Blue Shield, on 
the other hand, was designed by doctors and, if 
it does not work, doctors will have to take the 
blame. For many years physicians have known 
that comprehensive medical care was necessary. 
Yet, up until fifteen or thirty years ago, the 
medical profession felt that it was treacherous to 
have any form of voluntary health insurance. It 
is our fault that steps were not taken at that 
time, and I still believe that the older doctors 
should have taken the initiative to call for and 
put into action a voluntary type of health in- 
surance. 

We must recognize that if President Truman 
had not been elected and Government health 
insurance seemed almost around the corner, the 
medical profession would not have even accepted 
the voluntary health insurance that we have 
today. It is our contention that the community 
has to decide upon the economical type of medi- 
cal care that it desires: Federal care is an ex- 
pensive undertaking. This, in my mind, is one 
of the most forceful arguments against Govern- 
ment sponsored medicine. I agree with Dr. 
Scatliff that we have made great strides toward 
a better insurance, but I certainly feel that there 
is need for improvement. 

Dr. Frederick Lendrum, Associate Professor of 
Medicine: Some of my best friends are honest 
men. They have complained to me that many 
of their patients who carry hospital insurance 
have requested hospitalization for diagnostic 
tests. When the physician felt that their status 
did not require hospitalization — just because 
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they had hospital insurance —they lost their 
patients to someone else who would indiscrim- 
inately utilize hospital insurance plans. Moreover, 
the present insurance plans not only encourage, 
but actually reward, dishonest physicians. If a 
physician amputates a phalanx, he gets a small 
fee. If he amputates a hand, his fee increases. 
If he amputates an arm, he receives still more 
compensation. The skillful surgeon is one who 
can avoid mutilating operations, but he would 
receive less than the surgeon who would ampu- 
tate recklessly. I feel that the present program 
does not reward the quality of medical: care 
that is rendered, 


Dr, Harry F. Dowling, Professor of Medicine 
and Head of the Department: Many criticisms 
have been proffered against voluntary health 
insurance plans. ‘These include the fact that 
prolonged illnesses, expensive medications and 
illnesses after the age of sixty-five are not covered 
by our present plans; that the cost of the plans 
are high and the overhead prohibitive in the 
administration of these plans; and, as Dr. Len- 
drum said, there is no evaluation of the quality 
of medical care. Most of these criticisms are 
valid. I think that they are due to the relative 
newness of these plans, and that the plans will 
eventually improve in most of these respects. 


A high overhead, on the other hand, is, at 
least to a certain extent, unavoidable in a pro- 
gram which renders so many diversified services. 
Chronic illness, reimbursement for expensive 
drugs, and care for the older age group will 
eventually be part of any acceptable insurance 
plan. I do not think that Dr. Lendrum’s remark 
that there is no reward for quality of medical 
care is a just criticism. Evaluation of medical 
care is not the purpose of these plans, and it is 
my opinion that it is a problem for the profession 
to see that our own house is kept in order. There 
may be some doctors who are dishonest. Few 
are, however, and those who are should not be 
allowed to practice but should be eliminated 
from our ranks by the proper authorities. 


Dr. Robert M. Kark, Professor of Medicine: 
National health insurance in Great Britain exists 
not because the Socialist Government wants it 
but because the people there want it. We will 
get it here if we do not continue to give adequate 
care to our people. Are there any surveys being 
made at present in the U.S.A. to find out what 
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type of voluntary health insurance the people 
want? 

Dr, Karl H. Pfuetze, State Department of 
Public Health: I have wondered why health 
insurance plans cannot follow the example of 
auto insurance plans. A $25.00 to $50.00 “de- 
ductible plan” could impose the small costs of 
illness on the individual; the insurance would 
go into force as soon as the cost of illness gets 
into higher brackets. A plan of this kind could 
be made to provide protection against catas- 
trophic illness but would also prevent people 
from taking undue advantage of voluntary plans. 
The cost of such health insurance to the indi- 
vidual should be lower than one which is “all- 
inclusive.” 

Dr. Ford kK. Hick, Professor of Medicine: Has 
there been any cost analysis comparing the cost 
of automobile and health insurance? Dr. Scat- 
liff’s discussion of voluntary health insurance 
plans must distinguish clearly between hospital, 
surgical and medical services. The public de- 
mand for a fixed payment, all inclusive, service 
type of insurance, has been increasing. It has 


been difficult to sell acceptance of this plan to 
physicians because physicians hesitate to accept 
a standard fee without a notion of time and 
effort which might be required. As a result of 
this hesitancy, most of the insurance plans are 
flexible. In other words, the amount paid to 
the physician by the insurance company varies 
with the services rendered. The “$50.00 de- 
ductible” type of insurance (comparable to auto- 
mobile collision) has been tried. In several 
cooperative plans, for instance, the subscriber 
pays a certain percentage of the amount of the 
final bill — the amount paid by the insurance 
is increased if the cost rises to “catastrophic” 
dimensions, 

Concerning fees, I agree with Dr. Lendrum 
that fees paid to physicians have to be as ade- 
quate as those paid to surgeons. Again, the 
reason is obvious. The Blue Shield is essentially 
a surgical plan. The schedule of fees it accords 
internists for medical service is hopelessly in- 
adequate. I sincerely hope that the next step 
in the correction of the present insurance plans 
is a readjustment of fees paid for non-surgical 
management. 


WHEN? 


When is a patient to be referred to a psychi- 
atrist? In the obvious neuroses, psychoneuroses, 
hysterias, phobias, compulsions and psychoses, 
such referrals may be automatic with many prac- 
titioners. In psychosomatic disorders, the ques- 
tion of psychiatric consultation for an opinion, 
with the possibility of turning the patient over 
to the psychiatrist for therapy, should be based 
on grounds similar to those used in considering 
consultation in other specialties. One of the 
most frequent indications for consultation is 
simply that the patient is “just not getting along 
as well as expected.” At such times it is neces- 
sary to evaluate the case from all angles (medi- 
cal, surgical, laboratory) and, it it appears that 
there are psychiatric factors contributing to the 


delay in recovery, it is wise to weigh these in 
terms of their relative bearing on the progress 
of the patient. If no such factors appear to be 
significantly present, one is justified in con- 
tinuing with the patient, remaining alert to 
those emotional elements which are a part of 
every somatic disease process so that these may 
be noted as they arise and properly evaluated. 
If it develops that the emotional factors are in- 
terfering with proper response to medical and 
surgical therapy, or if under careful manage- 
ment which may even include consultation with 
medical colleagues expected progress is not 
forthcoming, it would appear that psychiatric 
consultation is indicated. Eacerpt: The Psy- 
chiatric Referral: When and How, Louis Pil- 
lersdorf, M.D., O.S.M.J., June 1951. 
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Geriatric Dermatoses 
A Survey of the Skin of the Aged 
Samuel J. Zakon, M.D., Aaron L. Goldberg, M.D., 


and Irving Forman, M.D. 
Chicago 


Physiologic and pathologic changes of old age 
have been discussed in medical literature since 
the days of Hippocrates. Hippocrates listed the 
diseases of the aged as “dyspnea, catarrh accom- 
panied with cough, dysuria, pains of the joints, 
nephritis, vertigo, apoplexy, cachexia, generalized 
pruritus, insomnia, dimness of vision, cataracts, 
glaucoma, and dullness of hearing.” Hippoc- 
rates thought that old people have fewer com- 
plaints than the young, but those chronic diseases 
which do befall them generally never leave them. 

As age advances, the skin becomes thinner, 
has less elasticity, and may assume a yellowish 
tinge. The subcutaneous fat is lessened and 
scaling and wringling develops. Hyperpigmen- 
tations are common and in the female increased 
growth of hair on the face and body occurs. 
These observations were made by almost all 
authors who wrote on the skin of the aged. We 
recently had the opportunity to examine the skin 
of the residents of the Orthodox Jewish Home 
for the Aged. It was our purpose to observe 
every pathologic cutaneous lesion and we now 
present our survey of these findings. 

The number of residents examined were 222, 
of whom 98 were males and 124 females. The 
age groups were as follows: 

AGE 

60 yrs. 
71 yrs. 
81 yrs. 
91 yrs. 


to 70 yrs. 
to 80 yrs. 
to 90 yrs. 
or over 


It is obvious that the greater number of resi- 
dents ranged between 70 to 90 years of age. The 
chief distressing symptom, for which the resi- 
dents sought relief, was itching. Ninety-five 
residents or 42.8 per cent had this chief com- 
plaint. This symptom of itching was without 
any demonstrable signs of skin disease other 


From the Medical Clinic of the 
Homes for the Aged, and 

The Dermatology Department of Mount Sinai Hos- 
pital, Chicago, Ill. 
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than excoriations from scratching. The derma- 
toses encountered will be listed in tables below 
as common, less common, and rare. 


TABLE 1 
COMMON DERMATOSES 
DIAGNOSIS 
Senile Angioma 
Nevus Pigmentosus 
Lentigo 
Comedones 
Seborrheic Verruca 
Tinea Pedis 
Fordyce Disease 
Hallux Valgus 
Intertrigo 
Tinea Cruris 
Seborrheic Dermatitis 
Siderosis of Legs 


Of the common dermatoses in this group, only 


tinea pedis is of the diagnostic and therapeutic 
importance. The toes of the aged require gentle 
care since any inflammatory process may predis- 
pose the tissues to gangrene. Hence strong topi- 
cal remedies or Roentgen ray therapy to the toes 
should be used with great caution. The treat- 
ment should consist of bathing the feet daily in 
1:10.000 solution of potassium permanganate, 


TABLE 2 

LESS COMMON DERMATOSES 
DIAGNOSIS M % F 
Lipomata 12 
Stasis Dermatitis 
Nevus Vasculosis 
Tinea Versicolor 
Sebaceous Cysts 
Cutaneous Tags 
Ectropion 
Fibroma Pendulum 
Senile Keratosis 
Basal Cell Epithelioma 
Seborrhea 
Milia 
Blue Nevus 
Striae Distensae 
Lichen Chronicus Simplex 
Rosacea 
Psoriasis 
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TABLE 3 
RARE DERMATOSES 


DIAGNOSIS M &%@ F & 
1 Verruca Vulgaris 0 0 1 8 
2 Acrodermatitis Chronica 
Atrophicans 0 0 1 8 
3 Erosio Interdigitalis 1 1 0 0 
4 Keloid 1 1 0 0 
5 Varicocele 1 1 0 0 
6 Histiocytoma 1 1 0 0 
7 Scrotal Tongue 0 0 1 8 
8 Folliculitis Barbae 1 1 0 0 
9 Contact Dermatitis 0 0 1 8 
10 Cellulitis 0 0 1 8 
11 Tattoo 1 1 0 2 
12 Cutaneous Horn 0 0 1 8 
13 Vitiligo 1 1 0 0 
14. Varicose Ulcer 0 0 1 8 


The rare dermatoses of this select group were 
individual cases in males or females. 


the application of the-five percent undecylinic 
acid ointment at bedtime, and the use of a mild 
dusting powder containing five percent boric 
acid powder in purified tale. (USP). Should 
the infection become inflammatory in nature, 
absolute bed rest and the application of wet 
dressings are indicated. 

We were surprised to find only four patients 
with basal cell epithelioma and only six patients 
with senile keratoses, Senile keratoses frequent- 
ly undergo malignant degeneration. Both senile 
keratoses and epithelioma are much more prev- 
alent in the aged than our survey would indi- 
cate. However, one must realize that the resi- 
dents of this home were on the whole, individuals 
who were never exposed to the carcinogenic fac- 
tors of sunlight and physical agents of an active 
outdoor life. Both senile keratoses and epithel- 
iomas require early recognition and adequate 
therapy. There are a number of accepted meth- 


ods of therapy such as: surgery, radiation — 
either Roentgen therapy or radium therapy; re- 
moval of the lesion by surgical diathermy — 
coagulation or by the use of actual cautery. 
Whichever method selected the entire lesion with 
a margin of healthy tissue should be treated. 


CONCLUSION and SUMMARY 
1—Senile pruritus was the most distressing 
symptom and difficult to relieve since the 
underlying cause is probably arterioscler- 
Osis. 
2—The paucity of malignant cutaneous neo- 
plasms in this group can probably be ex- 
plained on the basis that these residents 
were rabbis, clerks, businessmen, and house- 
wives and were never exposed to the 
carcinogenic factors of sunrays and the 
physical factors of outdoor life. 
3—The paucity of contact eczematous dermati- 
tis in this group can be explained by the 
sheltered life these residents lead. They 
are not exposed to the usual irritants of 
occupation and housework. 
4—The total absence of dermatoses that are 
attributed to avitaminoses speaks well for 
the balanced diets these people receive. 
The negative findings, such as the complete 
absence ef leukoplakia, of kraurosis vulva, 
of scabies, of pediculosis, of syphilis of the 
skin, and of tuberculosis of the skin are of 
importance. Again this speaks only for 
this selected group and not for the general 
aged population. 
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A New Tongue-Holding Airway 


Leo Lieberman, M.D., Leo Holzman, M.D. 
Brooklyn, N. Y. 


One of the most frequent and annoying forms 
of interference in procedure of anesthesia is 
tongue-swallowing by the anesthetised patient. 
When anesthesia reaches a certain depth the 
tonus of the whole musculature generally re- 
laxes completely. ‘The muscles of the floor of 
the mouth and of the pharnyx supporting the 
tongue in its normal position relax too, and the 
tongue has a tendency to slide down from its 
own weight closing the trachea, thus causing ob- 
struction of respiration, especially of the in- 
spiration. 

It is completely unnecessary to emphasize the 
commonly known and many times described 
serious complications arising from such obstruc- 
tion of breathing during and after the anesthesia. 

Therefore, the anesthetist is forced to support 
the lower jaw of the patient during anesthesia. 
It is well known that the “chin-holding” is often 
a troublesome and tiresome engagement for the 
anesthetist. However, in many cases chin- 
holding does not help, particularly with patients 
that have heavy, fat, short jaws. 

The only reliable method to prevent the 
tongue from falling back into the pharynx and 
causing obstruction of the respiration are the 
oropharyngeal airways: metal or semi-hard rub- 
ber tubes, bent in such a manner that they fit 
to the curvature of the palate. They are inserted 
through the mouth into the pharynx and sup- 
port the tongue, at the same time serving as a 
pathway for expired gases and air. An oro- 
pharyngeal airway of properly selected size for 
the individual patient is therefore a very neces- 
sary and important instrument of the anesthetist 
in his every day work. 

However, the now existing artificial oropharyn- 
geal airways are very far from ideal. Their 
main drawback is that they can be introduced 
into the pharynx only during no less than the 
lower first plane of the third stage of anesthesia. 
If the patient is in lighter anesthesia the intro- 
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duction of an airway in his pharynx causes 
vomiting or retching. In many cases the opera- 
tion can be carried by lesser anesthesia but the 
patient is kept deeper only for the purpose of 
retaining the airway. 

“In the use of a pharyngeal airway it must 
be remembered that the pharyngeal reflex is not 
abolished until anesthesia is low in the first 
plane of the third stage... 

There are times when it is advisable to carry 
anesthesia to a greater depth than necessary for 
the operation in order that a pharyngeal airway 
may be tolerated. The deeper anesthesia is some- 
times the lesser of the two evils.” (Guedel)?* 

One of us (L.L.) took upon himself the task 
to create an instrument which should be able to 
hold the tongue in its normal anatomico-physio- 
logical position during anesthesia, and prevent 


the tongue from sliding down into the pharynx 


and obstructing respiration. The instrument 
made cannot be called only “airway” even though 
it is a pathway for air and gases inspired. The 
main purpose of this instrument is to hold the 
tongue and therefore the most proper name for 
this instrument is “tongue-holding airway”. 


The instrument consists of a short wide metal 
tube about 114” long, about 114” wide, and 
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about 1” high and somewhat oval in shape. 

Inside the instrument is arranged a clamp 
moving up and down by means of a spring. The 
clamp is removable. The patient's tongue is 
grasped with the clamp and is supported there. 
The instrument is inserted into the mouth of 
the patient and the clamp with the tongue inside 
of it is attached to the lower half of the instru- 
ment by means of two notches. Two sections of 
the instrnment, upper and Jower, are connected 
by two small rivets. This makes it possible to 
give the istrument a wedge-shape for inserting 
into the patient's mouth whenever it is not 
completely open. After the instrument is in- 
serted, both sections are locked by means of a 
small bar. <A little serew arranged on the out- 
side edge of the clamp enables to vary its pres- 
sure upon the tongue. 

he instrument is so small and compact that 
it can be easily placed into the mouth of the 
patient and does not disturb the anesthesia mask. 
A great advantage, however, of this instrument 
is that it can be used in cooperation with the 
patient even before the beginning of anesthesia. 

With regard to the physiological influence of 
the presence of this instrument inside the pa- 
tient’s mouth, it can be noted that this is not 
only not harmful, but beneficial, because it is 
well known that pulling or holding forward of 
the tongue reflexly results in more efficient and 
satisfactory respiration, 

“The placing of the muscles of the neck, 
tongue, mouth, trachea and esophagus on the 
stretch gives rise to reflexes which increase heart 
rate and respiration.” (1. Corsan Reid & Donald 
E. Brace)? 

However, the main advantage which can be 
hardly overestimated of this instrument consists 
in the possibility it offers of carrying the patient 
under light anesthesia when the operation allows 
this, not fearing tongue-swallowing and obstruc- 
tion of respiration, and thus put into practice 
the rule of so great importance of anesthesia: 
avoidance of anesthesia deeper than necessary at 


any time during the operation. 


First use of the described instrument in clini- 
ca) practice in the Department of Anesthesiology 
of the Maimonides Hospital of Brooklyn clearly 
demonstrated all its anticipated advantages. 
The patients bore the instrument in their mouths 
with no signs of any difficulty or discomfort. 
No chin-holding was necessary. Quiet and noise- 
less breathing proved free unobstructed airways. 
Patients who need light anesthesia for their 


operations were not kept deeper during the op- 
eration, which is of course the main benefit of 


the new instrument. 

The respiration of the post-operative patients 
remained unobstructed by means of this instru- 
ment. No marks of the instrument remained 
on the tongue of the patients after the use of 
this instrument. The blood supply of the tongue 
is so rich, that no disturbance of blood circula- 
tion can occur. 

The advantages and conveniences of the in- 
strument described in procedure of anesthesia 
are beyond doubt. It must be noted at the same 
time that its application is not limited by the 
use in anesthesia only. In addition, this instru- 
ment will be of great benefit in the resuscitation 
of unconscious patients in general clinical prac- 
tice, where a clear airway is essential, such as in 
barbiturate poisoning, diabetic and uremic coma, 
cerebral vascular accident, ete. 


SUMMARY 
A new tongue-holding airway was described. 
It may be stated that it is 
I. valuable in light planes of general anes- 
thesia, where the commonly used airways 
are not tolerated, 
IT. prevents “tongue-swallowing” post- 
operative patients, and finally 
IIT, facilitates the maintenance of a free air- 
way during the management of comatous 
patients, 
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CASE REPORTS 


Vaginal Bleeding Secondary to 
Renal Malignancy 


Willard C. Meyer, M.D. and Raymond H. Conley, M.D. 
Evanston 


Vaginal metastatic lesions of renal origin are 


rare signposts of malignant disease of the kidney. 
Creevy has stated that malignant renal tumors 
should be classed with syphilis and tuberculosis 
as among the great mimics encountered in clin- 
ical medicine. It is known that a renal malig- 
nancy may metastasize to the osseous system, 
lungs and pleura, gastro-intestinal tract, the 
genitalia, the neck, skin and central nervous 
system. The percentage of cases in which me- 
tastasis of a renal lesion is the first sign of ill- 
ness is difficult to determine. Deuticke found 
this to be 9% while Israel found the incidence 
to be 50%. The urological literature was re- 
viewed and no evidence of a case of hyperne- 
phroma with signal metastasis to the vagina 
could be found. The problem has been studied 
and the literature reviewed by Martzloff for its 
gynecological implications. He has presented a 


series of 23 histologically verified cases in which 


From the Urological and Surgical Services of St. 
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a signal vaginal metastasis from a hypernepho- 
ma occurred. It is our desire to add another 
such case to the literature and to present the 
urological ramifications of the problem. 

A well developed, well nourished white female, 
age 58, was first admitted to St. Francis Hos- 
pital, Evanston, Illinois, November 1, 1949, with 
an admitting diagnosis of cystocele, chronic; 
cholelithiasis; and endocervicitis. Her chest 
x-ray was negative, gall bladder x-rays revealed 
cholelithiasis, and the gastro-intestinal series 
was normal. She had a blood count of 3,830,- 
000 rbe’s, 11,250 whe’s and a hemoglobin of 12.5, 
N.P.N. was 29, the urine showed 6-10 whbe’s and 
3-6 rbe’s in a high power field. She had heen 
Wearing a stem pesary for 20 years because of 
the cystocele and had developed a secondary 
endocervicitis. Following discharge on Novem- 
ber 6, 1949, the patient was seen bi-monthly. A 
small acorn sized, reddish-brown lesion developed 
on the posterior vaginal wall, 2.5 cm. below the 


cervix. The lesion developed over a two-week 
interval, was necrotic at its base, and following 
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Figure 1. Retrograde pyelogram. 
Note parenchymal lesion in the 
middle and lower poles of the left 
kidney. 


Figure 2. 
the kidney sectioned through long 
axis revealing normal upper pole 
and a large yellow-white mass re- 
placing the middle and lower 
poles, extending beyond the limits 
of the renal capsule. 


Autopsy specimen of 


Figure 3. Autopsy specimen dem- 
onstrating both ureters, the blad- 
der opened on its anterior aspect, 
and the vagina below the bladder 
wall. Note the dark, irregular 
mass on the posterior vaginal wall 
which is the metastatic lesion. 


biopsy, brisk bleeding resulted. Histologic ex- 
amination reported by Dr. J. W. Henry, pathol- 
ogist, revealed “moderately rapidly growing hy- 
pernephroid adenocarcinoma” (Figure 5). A 
chest x-ray taken on December 28, 1949 was 
normal. ‘To complete her examination and rule 
out any possibility of local extension, the patient 


LEFT RENAL VEIN 


RENAL NEOPLASM 


Lerr ovARAN VEIN 


Ovary 


PamPINIFORM PLEXUS 


Vasina 


VAGINAL METASTAS/S 


ARRoOwS SHOW ALTERED 
VENOUS FLOW 


was proctoscoped on December 29, 1949. A neg- 
ative report was made. An intravenous pyelo- 
gram was also taken at this time and an expand- 
ing lesion involving the middle and lower poles 
of the left kidney was found. On December 31, 
1949, uterine curettment was done and no evi- 
dence of tumor found. A retrograde pyelogram 
was done on January 4, 1950, which revealed a 
normal right kidney and displacement and com- 
pression of the middle and inferior calyces of 
the left kidney compatable with an expanding 
type of parenchymal lesion of this kidney (Fig- 
ure 1). The patient was taken to surgery and 
under general anesthesia, the left kidney fossa 
was explored. A large left hypernephroma was 
found which was highly vascular and was at- 
tached to the lateral chest wall and to the peri- 
toneum anteriorly. It was felt the patient was 
not operable, the wound was closed and the 
patient returned home on January 29, 1950. 
Her course was progressively downhill and on 
March 15, 1950, she expired. 

At autopsy, the subject was found to be mark- 
edly emaciated. Metastatic lesions were found 
in both lungs; microscopic sections of the lesions 
revealed large clear cells arranged in sheets, 
compatable with a hypernephroid lesion. Simi- 
lar lesions were found in the liver. The left 
kidney at autopsy was found to be adherent to 
the left lateral chest wall and posterior peritone- 
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Figure 4. Photomicrograph of sections of vaginal wall 
showing the vaginal mucosa and wall. Large clear 
cells, metastasis from the left renal tumor are present. 


um by direct extension through the renal 
capsule. The kidney was twice normal size, 
(Figure 2), with a large, lobular, yellow-white, 
rubbery mass involving the middle and lower 
poles (Figure 6). The renal vein was inspected 
—no evidence of tumor tissue could be found. 
The left ovarian vessels were traced to the left 
ovary and found to be normal, but were found 
to be compressed by the enlarging lower pole of 
the left kidney. The ovary and pampiniform 
plexus was normal. The bladder was opened 
and found to be free of involvement. The 
vagina was opened (Figure 3) and a mass found 
on the posterior wall, 2.5 cm. distal to the cervix, 
measuring 2x 3x 1em. Sections of the vaginal 
wall (Figure 4) confirmed the presence of a 
metastatic lesion as was previously found. High 
power microscopic study of the vaginal wall in 
areas adjacent to the vaginal lesion revealed 
clumps of large malignant cells of the clear cell 
type within the lumen of small blood vessels 
(Figure 7). The mode of metastasis can be 
justifiably assumed to be via the venous system. 
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Figure 5. Photomicrograph of a section of the vaginal 
lesion. Note the presence of clear cells. 


Renal neoplasms often metastasize via the 
venous system. Willis, in his discussion of this 
problem, states that tumor invasion of the sper- 
matic or ovarian veins, most common on the 
left, may be followed by retrograde tumor em- 
bolism to the pampiniform or ovarian plexus, or 


to the parametrial or vaginal veins. Lehmann 
has also pointed out that the spread of renal 
tumors may take place either in an antegrade or 
in a retrograde fashion, both by way of the 
venous system and via the lymphatics. The 
vaginal venous plexuses lie at the sides of the 
vagina and communicate with the uterine plexus 
above. The uterine plexus communicates with 
the ovarian plexus which forms the pampiniform 
and drains via the ovarian veins, the left ovarian 
vein draining directly into the left renal. This 
relationship has been studied by Kownatzki and 
its importance in venous metastasis of left renal 
tumors to the pelvic organs and genitalia point- 
ed out by Martzloff. In his recent survey of 
renal circulation, Anson found the left kidney 
to have a complex system of venous drainage. 
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The left veins are longer than those on the right 
and receive visceral, parietal and subserous trib- 
utaries. The parietal vessels are the most ex- 
tensive, and via the lumbar veins blood is drained 
from the dorsal abdominal musculature, verte- 
bral column, thorax and pelvis. In the case 
presented by Martzloff, the metastasis occurred 
via the venous channels and it was noted that 
all but two of the 23 cases of initial vaginal’ 
metastases developed from a left hypernephroma. 
The case presented had a left hypernephroma 
with demonstrable venous metastasis to the vag- 
inal wall. 

Willis states that retrograde spread of a 
renal tumor down the left ovarian vein is pos- 
sible. He feels that retrograde venous embolism 
may occur when occlusion of a vein leads to 
collateral paths of flow in a reversed direction. 
This condition may exist when a renal tumor 
invades and occludes the left renal vein and the 
upper part of the ovarian vein. The normal 
route of venous return is reversed and blood then 


Figure 6. Photomicrograph of renal tumor. Note de- 
tail of clear cell type of renal neoplasm. 


flows into the pampiniform plexus. Fragments 
of tumor may then become detached and form 
tumor emboli which lodge in the uterovaginal 
plexus, and if conditions for growth are satis- 
factory, a metastasis develops. In the early 
stages of tumor emboli formation, many such 
emboli undoubtedly break into the circulation, 
but this fate is in a large part determined by the 
type of tissue in which they lodge. The affinity 
of certain tumors for special sites and tissues in 
the body is well known. The flow of venous 
blood in the left ovarian vein may be rendered 
sluggish by the pressure exerted from a large 
tumor mass in the lower pole of the left kidney. 
With the blood flow so altered, it is conceivable 
that a group of cells entering the renal vein 
could fall into the ovarian flow and make their 
way downward and implant in the vaginal 
plexus. A similar involvement of the epididymis 
and spermatic cord is possible in the male. 
Clear cell renal carcinoma usually transmits 
its characteristics to its metastasis, thus enabling 


Figure 7. Photomicrograph of a section of vaginal 
wall near site of metastatic implant. Note large clear 
type cells within the blood vessel identified by its 
endothelium and erythrocytes in the lumen. 
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the site of the primary lesion to be located. 
But, in some instances, the metastatic lesion has 
spindle cell or polymorphus areas, making the 
identification of the primary lesion more diffi- 
cult. 

Hematuria is the classical presenting symp- 
tom in 80% of patients with renal neoplasms, 
pain in the lumbar area is the second most 
common initial symptom, and a palpable tumor 
mass is the third. Lazarus has observed that the 
first symptom is often not due to the primary 
tumor, but to a distant metastasis or extension. 
This was found to be true in 32.6% of 46 clin- 
ical cases and 50% of 46 autopsy cases reviewed. 
In cases of hypernephroma which metastasize 
widely, many distant sites of involvement can 
undoubtedly be demonstrated late in the dis- 
ease. In the early cases, a vaginal lesion may 
be the only presenting finding, and if hyper- 
nephroid tissue is found on biopsy of the lesion, 
although the kidney x-rays may be normal, it 
is felt by some that an exploration of the left 
kidney is justified. In a review of 199 cases 
of renal tumors, Melicow found metastatic in- 
volvement of the prostate, epididymis, penis and 
scrotum, each in one case. It has been pointed 
out that rapid engorgement of the left pampini- 
form plexus in the male points to possible left 
renal neoplasm with venous obstruction. Lym- 
phatic or venous metastasis by these routes is 
quite possible anatomically, and such sites must 
be considered in the clinical evaluation of the 
patient. 

In evaluating a patient with a renal neoplasm 
and a single metastatic lesion, many feel that if 
the lesion is amenable to surgery, this mode of 
therapy should be employed. The size of the 
renal mass should not be a factor in the decision 
for surgical excision. Renal tumors weighing 
as much as 22 pounds have been removed suc- 
cessfully. A renal tumor is considered inoper- 
able if it has invaded the perirenal tissues or if 
extensive metastases are present. Preoperative 
x-ray is sometimes used to devitalize tumor cells 


and lessen the dissemination of tumor emboli by 
manipulation of the kidney at surgery. The 
use of x-ray may decrease the size of the renal 
tumor in 20 to:40% of cases, and may aid in 
the removal of the mass. External irradiation, 
however, will not make an inoperable tumor 
operable. Judd and Hand found invasion of 
the renal vein in 51 of 312 nephrectomies. In 
view of the mode of embolic spread of the tumor 
in many cases, the transperitoneal route for 
large cortical tumors is to be advocated. By 
this method, the peritoneum can be inspected 
for metastatic lesions and the renal vein ligated 
early with minimal manipulation of the tumor 
mass. 


CONCLUSIONS 


1. A case of clear cell adenocarcinoma of the 
left kidney with a signal metastasis to the va- 
gina is presented. 

2. The routes and mode of metastasis to this 
unusual site are reviewed. 

3. The possibility of diagnosing a renal neo- 
plasm by microscopic study of a vaginal meta- 
static lesion has been pointed out. 
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Phlegmasia Cerulea Dolans 


Sidney W. Raymond, M.D., F.A.C.S. 
Chicago 


Phlegmasia cerulea dolans is, fortunately, a 
rare condition. It is characterized by a sudden, 
severe onset of pain in an extremity, usually the 
leg, accompanied by local edema and cyanosis. 
It is caused by a sudden occlusion of the major 
venous system of the limb. A total of fifty-six 
cases have been reported in literature and were 
summarized by DeBaky and Ochsner’, who also 
reported two additional cases in detail. Of the 
fifty-six reviewed cases, twenty-four developed 
gangrene. Only three of these cases were seen 
in the United States; the majority were in 
France. 

A brief summary of their excellent article 
follows:—The onset is sudden and has been 
termed pseudo-embolic phlebitis, blue phlebitis 
or phlegmasia cerulea dolans. It was first de- 
scribed in 1929 by Tremoliers and Veran. There 
is rapid progression of pain, edema, discolora- 
tion, and vascular impairment. 

Pain is excruciating, usually appearing in the 
calf or the groin, but it may involve the entire 
limb. Discoloration appears at once, the limb 
becoming violaceous or cyanotic. There may be 
purpuric or hemorrhagic areas. Color changes 
are most pronounced in the foot, usually extend- 
ing upward; and the entire limb may be in- 
volved. Swelling comes on rapidly, and bullae 
hemorrhagica may appear. Temperature and 
tactile sensation in the affected limb are di- 
minished. Pulsation of the artery diminishes 
or disappears. 

General circulatory collapse may be marked, 
manifesting itself by pallor, weak pulse, tachy- 
cardia and lowered blood pressure. Extreme 
anxiety is usually present. These findings are 
probably on the basis of the “white hemorrhage” 
which occurs into the affected limb. The shock 
which accompanies the onset may be fatal. 

Adults, usually 20 to 40 years of age, are 
affected with no predilection for sex. The lower 
extremity, especially the left leg, is most fre- 
quently affected. It may occur in the arm and 
has been seen bilaterally. There may be an 
antecedent history of medical, surgical, or ob- 
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stetrical infection. It has been seen after very 
trivial injuries and has occurred in apparently 
previously healthy persons. Ulcerative colitis 
predisposes to the condition. Adhesions between 
the vein and the artery may also predispose to 
arterial spasm?. 

In a series of thirty-two cases, eight or twenty- 
five per cent died, usually from circulatory 
collapse, shortly after onset. Pulmonary in- 
farction occurred six times but caused only one 
death. Gregoire*, states that emboli are of the 
same frequency as in other forms or phlebitis. 
The sequellae are the same as those of phlebo- 
thrombosis. Residual edema for months or years 
usually occurs. ‘Twenty-four of the reported 
fifty-six cases developed gangrene to a greater 
or lesser extent. 

A typical onset is such as has been described, 
in which manifestations or arterial impairment 
appear early. However, a slower onset may take 
place. In either type, bluish discoloration ap- 
pears which is more pronounced distally and 
later disappears or goes on to a demarcated 
gangrene. In a series of twenty-four cases, 
eleven died; and of the remaining, thirteen or 
over sixty per cent required major amputation. 
In this same series, pulmonary infarction oc- 
curred in two. 

Therapy consists of vasodilators such as am- 
monium salts, acetylcholine, pantopon, papa- 
varine, and sympathetic block or periaterial 
sympathectomy. Oxygen is administered and 
blood, plasma, fluids and other methods of com- 
bating shock are used. Dramatic improvement 
may occur. A thrombectomy with ligation must 
be done, if the results are not good with the more 
conservative treatment. However, even with 
operation, the results may be disappointing. If 
gangrene has occurred, infection should be con- 
trolled and demarcation awaited. 

The condition may easily be confused with 
arterial occulsion and thus lead to improper 
operation. In the pathogenesis, it is possible 
that intravenous clotting occurs suddenly in a 
large segment of the venous tree; gangrene can 


Illinois Medical Journal 


t 

¢ 

i 
A 
b 
b 
| b 
se 
| fr 
in 
fo 

in 

da 

| in 
to 
| an 
ne 

wa 
fer 
an 
ma 

tha 
| was 
| nea 

Cov 
the 
of 
con 

by | 

dru, 
Pro 

bloc 

| Pro 
was 
| grat 
whi 
O 

puls. 
| terie 

eden 

arte) 
For 


w 


then occur without organic lesions of the arterial 
system. Arterial spasm and massive venous oc- 
clusions are then present. The arterial spasm 
is evident by the loss of pulse and oscillation. 
At operation the artery is contracted but contains 
no clot, and a sympathetic block will usually 
bring back pulsation. The severe pain is caused 
by the vasospasm. It is probable that the venous 
blockage prevents the blood from returning but 
the arteries continue to function until cyanosis 
results. 


REPORT OF A CASE 

Mrs. V. P. age 30 had been delivered of her 
second child sixteen days previously. Birth was 
by Cesarean section, necessitated by a grape- 
fruit sized benign, para-ovarian cyst, impingeing 
in the cul-de-sac. She was out of bed on the 
following day and left the hospital, apparently 
in good condition, on the eighth day. 

On the morning of her sixteenth post-operative 
day, she arose from bed and at once felt agoniz- 
ing pain involving the left leg from the toes 
to the inguinal region. She was unable to stand 
and collapsed onto the bed. Swelling and blue- 
ness appeared at once. Within an hour, she 
was seen by her family physician and was trans- 
ferred to the hospital. 

On arrival, the patient was very apprehensive 
and exhibited shock. No measurements were 
made but the affected leg appeared much larger 
than its opposite member. An intense cyanosis 
was present, involving all of the leg, fading out 
near the inguinal region. The limb was cold and 
covered with sweat. There was inability to move 
the foot or toes and there was marked diminution 
of tactile sense. The patient was moaning and 
complained of intense pain. 

Immediately, the patient received Pantopon, 
by hypodermic, and Heparin, and .1% Procaine 
in physiological saline. As soon as the first two 
drugs had been administered and the infusion of 
Procaine had been started, a lumbar sympathetic 
block of L 1, 2, 3, and 4 was performed, using 
Procaine at each level. By the time the patient 
was again placed on her back, she expressed her 
gratitude for the relief of the excruciating pain 
which had been present. 

On admission, it had been impossible to detect 
pulsation of the dorsalis pedis or post tibial ar- 
teries. This may have been due to the extreme 
edema rather than to actual spasm of these 
arteries, however, within a few minutes of the 
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completion of the sympathetic block, cyanosis 
began to disappear, leaving first in the upper 
thigh and gradually extending down to the toes. 
Once normal coloration returned, generalized 
sweating disappeared. Within a half hour only 
on the toes could any temperature difference be 
detected by the hand. 

During the first twenty four hours, the patient 
received Heparin, Pantopon, and Dicumerol. 
During the second day the Heparin was con- 
tinued and the Dicumerol was reduced; the in- 
tervals between doses of Pantopon was increased. 
One tenth of 1% Procaine Solution was given 
intravenously. The patient stated that she had 
complete comfort and function returned in the 
foot and toes. Treatment the third day consisted 
again, of Heparin with Pantopon. The infusion 
of Procaine was repeated and the Dicumerol was 
also given. By the fourth day, the patient’s con- 
dition was such that intravenous novocaine and 
narcotics were stopped. Prothrombin time had 
dropped to a desirable level and was maintained 
by daily doses of Dicumerol for a period of three 
weeks. 

Re-examination of the patient, three months 
after the onset of the venous catastrophy showed 
little or no residual symptoms. Color, pulsation, 
tactile sense and hidropoiesis were all normal. 
She stated that at the end of a warm day, after 
being on the feet of great deal, she believed she 
could detect a slightly greater amount of swell- 
ing in the ankle of the affected side. She noticed 
no pain, heaviness or fatigue in the leg. 


COMMENT 


It is possible that an explanation other than 
that of venospasm only, may be made of this 
condition as follows; A “silent” type of phlebo- 
thrombosis, which has been undetected, may be 
present for some time. A portion or all of this 
thrombus may break away from the original 
location and progress through the venous channel 
to a point of union with a larger trunk. Here, 
it may readily impinge, due to the angulation of 
the tributary with the main vessel and the 
change from cylindrical to oval, thus permitting 
protusion of a portion of the embolus into the 
larger vessel. The presence of the embolus at 
this point may completely occlude the vessel of 
origin and partially occlude the larger vessel 
forming a nidus for the formation of a com- 
pletely blocking clot; the resulting spasm plus 
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the mechanical blockage bringing about the con- 
dition described. 

In the treatment of this case, the only therapy 
not previously reported as having been used was 
the intravenous procaine. It is believed that 


this aided materially in maintaining the relief 


of spasm obtained thru the use of the sympathet- 
ic block. 
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A white, married, female teacher, age 65, 
complaining of frequent and painful urination 
of four months duration and of “bloating spells” 
following the eating of fried or fatty foods of 
ten years duration, was admitted to the hospital 
for observation and treatment. 

Physical Examination:—Temp. 99.8, pulse 
72, resp. 20, blood pressure 90/60. Patient was 
examined by systems and no significant findings 
were noted, with the exception of a mild dif- 
fuse tenderness over the lower abdomen just 
above the region of the pubic prominence. Lab- 
oratory Report: Blood-hb. 87%; RBC 
4,460,000; WBC 12,900; neutros 73, eosinos 2, 
lymphos 23, monos 2. Urine — Albumin 4 
plus, pus cells 2-4 per HPF, few epithelial cell. 
Patient was put on a liquid diet and given penic- 
illin 50,000 units I.M. every three hours. 

During the next three days the patient gradu- 
ally improved, gaining an increase in appetite 
and a lowering of temperature. E.C.G. tracings 
were done as well as gall bladder visualization 
(Todopyracet-oral), barium meal and AP views 
of the chest with the report as follows: “Series 
of gall bladder films after the oral administration 
of the dye showed no evidence of a gall bladder 
shadow in the 14- or 16- hour films. Suggest 
that this be re-rayed.” 

After the administration of a barium meal 
the esophagus, stomach and duodenum were nega- 
tive for filling defects or functional pathology. 
An‘erior-posterior projection of the thorax and 
its viscera showed the apices to illuminate sat- 
isfactorily, moderate increased fibrous tissue in- 


Severe Reaction to Indigo-Carmine 


George S. Schwerin, M.D. 
Chicago 


filtration throughout both lungs, marked peri- 
bronchial and bronchial infiltration of both lungs, 
roughened contour of the diaphragm on the left 
side, smooth on the right. Cardiac configura- 
tion conformed to a thorax of this type. E.C.G. 
conclusion: “Within normal limits. Sinus 
rythm.” 

Course:—On the sixth hopsital day the pa- 
tient’s temperature had been normal for twenty- 
four hours, and she was taken to cystoscopy after 
having been given morphine sulphate grs. 1/6 
as a pre-operative medication (10:05 a.m.). 
At 10:45 a.m. manipulation of the cystoscope 
into the bladder and insertion of the ureteral 
catheters disclosed a moderate trigonitis and a 
minor stricture of the right ureter. The patient 
remained calm and quietly conversing through 
the procedure. At 11:07 a.m. one-half c.c. of 
a five c.c. dose of indigo-carmine had been given 
I. V. The patient became a bit restless, but 
made no comment, and the injection was stopped 
momentarily, then resumed slowly. A total of 
0.75 ec. had been administered when it was 
noticed that the patient’s arm and entire body 
had flushed a deep pink color and she began 
to froth markedly at the mouth. Moist gur- 
gling rales of the chest were plainly audible and 
becoming more so. The patient was unconscious, 
had no pulse or blood pressure. Heart tones 
were not noted by stethoscope and her respira- 
tions dropped to 3-5 per minute, being of a 
rapid, short, shallow inspiration and expiration 
accompanied with much bronchial secretion and 
mucous froth spilling from the mouth. One cc. 
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of 1/1000 adrenalin was given 1.M. into her 
arm; she was placed in Trendelenburg position 
and oral suction was started. Artificial respira- 
tion in rhythm with the remaining respirations 
was started immedately. About five minutes 
later 0.5 cc. adrenalin and 1 cc. coramine was 
given I.M. (veins had collapsed, and attempt to 
give coramine I.V. had failed). Oxygen by 
mask was started and continued along with the 
artificial respirations using oral suction appa- 
ratus p.r.n. for one-half hour, before the bron- 
chial secretion subsided and respirations became 
deeper with the rate slowly increasing to about 
twelve per minute though irregular. During this 
latter period her pulse, blood pressure and heart 
tones were absent, and the original flush receded 
and many blanched areas of skin appeared over 
the entire body. As these areas returned to their 
normal color a profuse sweating took place. 

At 11:45 a.m. artificial respiration was dis- 
continued, for her breathing approached four- 
teen per minute and the patient became in- 
creasingly restless, rolling from side to side in 
pronounced rhythm and rapidly repeating the 
word “water”. The patient was unresponsive 
and totally unconscious to herself and surround- 
ings with her eyes open and in a fixed straight 
stare. Pupils were dilated and did not react to 
light. The repetitious action and nonsense jab- 
bering continued until noon. Then the patient 
settled into a relaxed and quieted state. She 
still had no pulse, blood pressure or heart tones, 
however her respirations became much stronger 
and deeper increasing to sixteen per minute. 
One cc. of coramine was given I.M. 

At 1:00 p.m. a very weak pulse of 70 per 
minute was obtained and her respirations had 
increased to eighteen per minute blood pressure 
50/?. 
tant. The patient began to respond to her 
name though she appeared somewhat confused 
in answering questions. 

At 2:00 p.m., approximately three hours after 
the initial reaction took place, the patient re- 
turned to full consciousness, unaware of her 
experience. She stated that she felt weak. Her 


Heart tones were regular but very dis- _ 


pulse, resp., and B.P. gradually rose to normal 
range by 10:00 p.m. that evening, however her 
temperature had risen to 100.6° at 8:00 p.m. 
On questioning, the patient stated that she felt 
fine and went on to have good nights sleep. 

January 28:—Temp. 98.6", pulse 64, resp. 18. 
Laboratory report: WBC 25,050; neutrophiles 
74, lymphocytes 26; urine showed albumin 3 
plus, pus cells 2-4 per H.P.F., many blood cells, 
and urate crystals. The patient spent a restful 
day and after a second night of good sound 
sleep was allowed to go home. 

Diagnosis: Trigonitis, chronic cholecystitis 
and near fatal reaction to indigo-carmine. 

Follow up: The patient was later interrogated 
as to whether she had ever experienced any al- 
lergic phenomenon or reaction to foods or drugs, 
with only a repeat of the previous statements in 
her history. She was observed as an out-patient 
following this episode and nothing abnormal in 
her drug or food intake could be detected. 

Comment: 'This case was seen by members 
of the hospital staff during the period of re- 
action and the question arose as to whether such 
a severe type had been reported. Upon ex- 
amining available literature, none described a 
reaction of this severity or seriousness. Refer- 
ence to A.M.A. Journal, January 1950 has a 
case report describing a reaction in milder form 
and comment on same by the editor. Earlier 
literature describing these intravenous reactions 
laid the etiology to impure preparations, however, 
the material used was checked as to its lot and 
also the technique in filling the syringe. An- — 
other point of comment was the fact that this 
patient had taken an oral gall bladder contrast 
medium three days previously without any sign 
of reaction. 

CONCLUSION 

A near fatal reaction to 0.75 cc. of indigo- 
carmine (Sodium Indigotindisulfonate), follow- 
ing its intravenous use for renal function and 
radiological visualization of the kidneys, is re- 


ported. 
Jackson Park Hospital. 
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THE SYMPTOMS OF DEATH 


Unfortunately, there are no early signs or 
symptoms of carcinoma of the cervix except 
leukorrhea. Leukorrhea (possibly the most com- 


mon gynecological symptom seen in the practice 
of medicine) often means a diseased cervix and 


demands a scrupulous examination of that organ. 
This Jeukorrhea is caused by the proliferative 
mass present. Meigs believes that bleeding be- 
tween periods without any apparent reason is 
an important symptom of carcinoma:of the 
cervix. Post-coital and post-douche bleeding as 
well as the presence of blood on underwear, 
nightgowns or bed clothes, should make one 
particularly suspicious of cancer. This bleeding 
is first noted when the tumor begins to outgrow 
its blood supply, causing an ulcerated necrotic 
area in the rapidly growing tumor mass. When 
pain, intermittent bleeding, and a watery, foul- 
smelling discharge are encountered, it may be 
concluded in most cases that an advanced tumor 
is present. Clinical experience with cancer of 
the cervix caused the late C. Jeff Miller to state 
“The symptoms of cancer of the cervix are 
the symptoms of death.” FEacerpt: Cancer of 
the Cervix — The General Practitioner's Enig- 
ma, Leonard B. Greentree, M.D., Columbus, 


0.8. M. J., Nov. 1951. 


Despite all the problems inherent in the situation, 
past and present, there has been measurable progress 
in the control of tuberculosis among Indians. The 
most noticeable and important advance has been in 
the active participation of the Indians themselves 
through the medium of tribal health councils and 
tribal councils in developing community consciousness 
of the cause and control of tuberculosis. Many of 
the tribes have passed ordinances governing tuber- 
culous individuals and their movements in the en- 
vironment of the reservation including appropriate 


penalties for nonobservance. Information has been 


spread to the Indians largely through the tribal 
councils and, were it not for the participation of these 
governing bodies, no effective disease control pro- 
grams could develop. H. DeLien, M.D. and Arthur 
W. Dahlstrom, M.D., Am. J. Pub. Health, May, 1951. 


A comely colored girl had just been baptized in the 


river. As she came to the surface, she cried, “Bless 


de ‘awd, I'se saved. Last night I was in de ahms of 
Satan, but tonight I’m in de ahms of de Lawd!” 


“Sistuh,” came a baritone voice from the shore, 
“how is you fixed up for tomorrow ebening?” 


VENTRICULAR TACHYCARDIA 


Paroxysmal ventricular tachycardia may occur 
in persons without demonstrable organic heart 
disease. Often it is encountered in arterioscle- 
rotie and hypertensive heart disease and after 
overdigitalization. A special type may be in- 
duced by emotion or exertion. Most frequently 
the underying cause is a recent myocardial 
infarction. It is justifiable to suspect every 
case of ventricular tachycardia to be caused by 
infarction until proven otherwise. The earliest 
sign of hyperirritability of the heart muscle is 
single or multifocal extrasystoles. Later on, 
series of ventricular extrasystoles ensue with 
normal rhythm between. The next step in the 
development is more prolonged attacks of ven- 
tricular tachycardia, lasting for days or weeks. 
Excerpt: Procaine Amide in the Treatment of 
Ventricular Tachycardia, Alfred DoScherholmen, 
Minneapolis, Minn. M., Oct. 1951. 


The early or smoldering lesion (of tuberculosis) 
which is not causing symptoms of illness is a real 
challenge. The patient, doctor, nurse, laboratory scien- 
tist, all trained workers, and the general public need 
to make a special effort in diagnosis and treatment, 
with follow-up, patient education and guidance. These 
silent lesions are not limited to minimal cases, as 
trained workers all know. We are turning far too 
many of these patients over into the rocky shoals of 
the stream of health, lacking in understanding, guided 
by gossipy opinion, incomplete diagnosis, and insui- 
ficient medical guidance after we have found them 
in our clinics or surveys. Grover C. Bellinger, M.D., 


Bull. Nat. Tuberc. A., April, 1951. 


One check of the reliability of the 70 mm. film for 
the detection of tuberculosis by having two independent 
readings showed that the use of a second reader in- 
creased the number of suspected cases to be called 


back for verification by 46 per cent. The same study 
also revealed that those not reporting for examination 


were unrepresentative of the total population with 
respect to age and economic status. Based upon a 


sample who subsequently reported for . examination, 
this group had a somewhat higher prevalence rate of 


tuberculosis. Harold F. Dorn, Ph.D, Am. J. Pub. 
Health, March 1951. 


Sputum tests, a positive tuberculin test, gastric wash- 
ings, and serial X-rays studies will usually establish or 
exclude the diagnosis, One should never make the 
diagnosis from roentgenologic findings alone, no matter 
how “typical” the shadows appear. Am. Acad. Gen- 
eral Prac., F. Kenneth Albrecht, M.D. April, 1950. 
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Society News.—The Chicago Rheumatism So- 
ciety was addressed November 28, by Drs. Simon 
Zivin, Irving E. Steck, Max M. Montgomery, George 
D. Kayser and Granville A. Bennett. Their topic 
was “An Evaluation of the Effects of Cortisone on 
the Subcutaneous Nodules of Patients with Rheuma- 
toid Arthritis.” Dr. William A. Larmon discussed 
“Experiences in the Surgery of Gout.”—Dr. Philip 
Thorek addressed the Oklahoma Clinical Society, 
Oklahoma City, October 30, on “Acute Appendicitis” 
and “Vagotomy and the Ulcer Problem.” He dis- 
cussed “Lesions of the Large Bowel’, November 
1, before the New York State Surgical Section of 
the International College of Surgeons, New York 
City, and addressed the Second Annual Scientific 
Assembly of the Nassau County Chapter of the 
American Academy of General Practice, November 
14, in Long Island, on “The Pancreas and the 
Practitioner.” 

Personal.—Dr. Joseph Bertucci has recently been 
certified by the American Board of Pediatrics. 

Institute of Medicine—Dr. Walter H. Theobald, 
clinical professor of otolaryngology, University of 
Illinois College of Medicine, and president of the 
Medical Center Commission, gave the presidential 
address at the thirty-sixth annual meeting of the 
Institute of Medicine of Chicago, December 4. The 
title of his address was “The Medical Center Dis- 
trict—Its Civic Significance.” 

Winners of Northwestern Centennial Awards.— 
Among the one hundred persons who received 
“Centennial Awards for the Northwest Territory” 
at Northwestern University’s Centennial Convocation 
in Evanston, December 2, were the following: Dr. 
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NEWS OF THE STATE 


Herman N. Bundesen, president, Chicago Board of 
Health; Dr. Anton J. Carlson, physiologist, former- 
ly chairman of the department, University of Chi- 
cago School of Medicine; Dr. Phillip S. Hench, 
physician, head of the department of rheumatic 
diseases, Mayo Clinic, Rochester, Minn.; Dr. James 
B. Herrick, Presbyterian Hospital; Chicago, Dr. 
Walter H. Judd, congressman, missionary: United 
States Representative from the 5th District of 


Minnesota, Minneapolis; Dr. Howard T. Karsner, 
medical research adviser to Bureau of Medicine and 
Surgery, U. S. Navy, Washington, D. C.; Dr. 
William S. Middleton, dean, University of Wiscon- 
sin Medical School, Madison; and Dr. Ralph Waters, 
professor emeritus of anesthesiology, University of 
Wisconsin Medical School, Madison. The presen- 
tation of awards was made by Dr. J. Roscoe Miller, 
president of the university. Nominees were selected 
on the basis that they must be living, they must have 
achieved prominence in one of the states mentioned, 
and they must have made “a substantial contribution 
to society.” 

Chicago Medical Society Offers $1,000 for Best 
Plan to Improve Medical Care.—Offer of an award 
of $1,000 to the resident of Cook County submitting 
the best plan for improving medical care was an- 
nounced today by the Chicago Medical Society. 

The offer was authorized at a recent meeting 
of the Council of the Society and later approved 
by its board of trustees. 

The contest rules exclude from consideration 
plans involving government control .of medicine, 
such as the federal administration’s so-called “Na- 
tional Health Insurance,’ which physicians call 
“socialized medicine.” 

“Believing that good medical care is as much the 
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responsibility of the patient as of the doctor,” said 
an announcement in the Society’s weekly Bulletin, 
signed by Dr. Walter C. Bornemeier, secretary, 
“the Chicago Medical Society proposes to stimulate 
those who have ideas on this subject to present them 
for examination. 

“Every doctor should make himself and his advice 
available to his friends and patients who wish to 
compete.” 

A broadly representative panel of judges is now 
being organized to select the single winner. Their 
names will be announced later. Entries will not 
be judged on literary quality, but on excellence of 
ideas, 

The rules governing the essay contest are as fol- 
lows: 

1. The subject of the essay shall be, in general, 
the improvement of medical care within the frame- 
work of the free enterprise system. Plans involv- 
ing any form of complete government control of 
our medical care system will not be considered. 

2. Essays shall be limited to no more than 1,500 
words. They shall be typewritten on only one side 
of the page, double spaced, and the author’s name 
and address must appear at the upper right hand 
corner of the first page. 

3. All entries must be received in duplicate not 
later than March 1, 1952 in the office of the Chicago 
Medical Society, 86 East Randolph Street, Chicago 
1, Illinois. All entries become the property of the 
Chicago Medical Society, and none will be returned. 
The winner will be notified about April 1, 1952. 
The decision of the contest judges will be final. 

4. All residents of Cook County are eligible to 
compete, except: 

Doctors of medicine, their office employees and 
members of their families; 

Employees of the American Medical Association, 
Illinois State Medical Society or the Chicago Medi- 
cal Society. 

5. After preliminary judging, five essays will be 
selected for final action. At that time, each of the 
finalists will be requested to complete a question- 
naire form, to establish his eligibility and compliance 
with the contest rules. 


MACON 

Society News.—The Macon County Medical So- 
ciety was addressed November 27 in Decatur by 
Dr. L. Martin Hardy, Chicago, assistant professor 
o: pediatrics, Northwestern University Medical 
School, on “Lesions Causing Respiratory Difficul- 
ties in the New Born and Infants.”—The society 
held a joint meeting with the Macon County Dental 
Society December 11, at which the Hon. William 
Springer, congressional representative, spoke on 
“Newer Phases of Socialized Medicine.” 

Society Election—Dr. C. Elliott Bell was chosen 
president-elect of the Macon County Medical So- 
ciety recently. Other officers include Dr. Maurice 
D. Murfin, secretary; Dr. Ferris D. Highsmith, 
treasurer; Dr. A. F. Goodyear, delegate-at-large 


to the Illinois State Medical Society; and Dr. 
Maurice D. Murfin, alternate. Dr. David F. Loewen 


is the president. 


MADISON 
Society News.—Dr. Joseph A. Hardy, associate 
professor and director of the department of gyne- 
cology and obstetrics, St. Louis University School 
of Medicine, discussed “Hormones in Gynecology” 
before the Madison County Medical Society, Decem- 
ber 6, in Edwardsville—The Society held its an- 


nual dinner dance at the Stratford Hotel in Alton, 
November 12. 


SANGAMON 


Society News.—Dr. George Milles, associate pro- 
fessor of pathology and coordinator of basic sciences, 
University of Illinois College of Medicine, addressed 
the Sangamon County Medical Society, December 
6, in Springfield, on “Significance of Laboratory 
Procedures in Diseases of the Kidney.”"—A regional 
clinical conference on cardiovascular diseases was 
sponsored by the Illinois Heart Association at St. 
John’s Hospital, December 13. Among the speakers 
were Dr. Louis N, Katz, Chicago, president, Ameri- 
can Heart Association; Dr. Henry A. Schroeder, 
Washington University School of Medicine, St. 
Louis; and Dr. Stanley Gibson and Dr. Ralph 
Dolkart, both Chicago, Northwestern University 
Medical School. Dr. Katz gave the evening address 
on “Recent Advances in Arteriosclerosis.” 


ROCK ISLAND 
Society News.—The Iowa Illinois Central Dis- 
trict Medical Association was addressed November 
28 in Davenport, by Dr. Thomas Bernard Fitz- 
patrick, Ann Arbor, on “Melanin Pigmentation, 
Nevi and Melanomas.” He was introduced by 
Dr. Otto C. Stegmaier, Davenport, and the discus- 
sion was opened by Dr. Lester W. Kimberly, also 
of Davenport. The society will be addressed March 
26 by Dr. Michael L. Furcolow, senior surgeon in 
charge of Investigation Section, U. S. Public Health 
Service, University of Kansas, Kansas City, on 

“Stippled Lung.” 


GENERAL 

Illinois-lowa Kiwanis Plans Study of Spastic 
Paralysis Child—A unique $75,000, five year re- 
search program on the “forgotten child,” the victim 
of spastic paralysis, has been undertaken by the 
Illinois and Eastern Iowa district of Kiwanis In- 
ternational. 

The program, as announced by Harry S. Himmel 
of Chicago, chairman of the district’s spastic child 
committee, was approved at a recent meeting of 
the trustees of the district in the Edgewater Beach 
Hotel and presented to a leader training conference 
of presidents and secretaries of local Kiwanis Clubs. 

The money will be raised at the rate of $15,000 
a year by voluntary contributions from the more 
than 10,000 members in 171 clubs in Illinois and 
eastern Iowa, Himmel said. 
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It will be used to maintain a specially trained 
physician at one of the medical schools in the 
Chicago area to devote his full time and energy 
to research into the cause, prevention and treatment 
of spastic paralysis. No action will be taken, either 
to seek the physician or to make a contact with the 
medical school and hospitals involved, until the 
entire sum is pledged, Himmel said. 

The program is the culmination of a ten-year 
interest on the part of the Illinois-Iowa district of 
Kiwanis in spastic paralysis. It was developed by 
a committee headed by Himmel and including: E. 
J. Ballweg of Edwardsville, Bryant E. Hadley of 
Springfield, Dr. H. I. Conn of Newman, IIl., Dr. 
C. Paul White of Kewanee, president of the Illinois 
State Medical Society; Dr. Harry R. Keiser and Dr. 
Frank P. Hammond of Chicago. Many specialists 
in the spastic field were consulted. 

When the funds are pledged, Himmel said, the 
district will set up a Foundation for Research for 
Spastic Paralysis to carry out the program. 

“There are foundations for research in many im- 
portant diseases,” Dr. White pointed out in urging 
support of the program, “but no one has yet become 
sufficiently interested in the unfortunate spastic 
child. Communities provide care and special school- 
ing for them, but the basic research to enlarge our 
understanding of the disease and enable us to treat 
it more effectively and perhaps even to prevent it 
is not being done. That is the function our Kiwanis 
district is taking on. 

“By successfully carrying through this program, 
you will develop a better understanding of this 
condition all over the world.” 

It is estimated that 300 to 500 spastic children 
are born in Illinois and eastern Iowa each year. 
About half of them recover spontaneously, while 
another group improves with care, but there is a 
substantial number which remains seriously handi- 
capped. Year after year these cases accumulate 
until there are now throughout the country many 
thousands of them. Basic research leading to pre- 
vention is the only way to stop the accumulation, 
physicians point out. 

Annual Clinical Conference.—The Chicago Oph- 
thalmological Society has announced that the Fourth 
Annual Clinical Conference will be held Thursday, 
Friday and Saturday, February 21-23, 1952 at the 
Drake Hotel. The first day will be devoted to 
surgical clinics at various Chicago hospitals. On 
the following days there will be symposiums on 
cataract surgery and recent advances in therapeutics 
followed by round table luncheons. Additionally 
there will be lectures concerning neuro-opthal- 
mology, ocular pharmacology, nystagmus, provoca- 
tive tests in glaucoma and the secretion of acqueous. 
Participants include Drs. Alson E. Braley of Iowa 
City, Justin M. Donegan, Joseph S. Haas, Peter 
C. Kronfeld, James E. Lebensohn, Chicago, Irving 
H. Leopold, Philadelphia, John M. McLean, New 
York, Samuel S. Meyer, Maurice D. Pearlman, 
Chicago, C. Wilbur Rucker, Rochester, Derrick 
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Vail, Chicago and Joseph A. C. Wadsworth of New 
York City. 

Further information concerning the conference 
may be obtained from Miss Maud Fairbairn, 8 W. 
Oak Street, Chicago 10, Illinois. 

The conference will be followed by a banquet and 
the Eighth Annual Sanford R. Gifford Memorial 
Lecture to be presented by Dr. Alson E. Braley, 
Professor and Head of the Department of Ophthal- 
mology, The State University of Iowa. Dr. Braley 
will speak on “Experimental Studies of the Herpes 
Simplex Virus.” The banquet and lecture will be 
at the Drake Hotel and all are invited. Dinner 
reservations may be obtained from Miss Fairbairn. 


HEALTH DEPARTMENT ACTIVITIES 

Personal—Dr. Leonard M. Schuman, deputy 
director of the division of preventive medicine, has 
been granted a leave of absence from the Illinois 
Department of Public Health to join a medical 
mission to study injuries attributed to cold weather 
in the Korean battle area. Invitation to accept a 
post with the mission, which arrived in Korea early 
in November, was extended to Dr. Schuman by the 
defense department. He is the only epidemiologist 
on the research team, which also includes surgeons, 
clinicians, biochemists, physiologists and psychia- 
trists. Dr. Schuman was commissioned commander 
with the U. S. Public Health Service for assignment 
to the U.S. Army while serving on the mission. The 
medical mission expects to remain in Korea approxi- 
mately six months gathering information on cold 
weather injuries, such as frostbite, with the view to 
developing preventive measures which may be 
adopted by the armed forces in winter military 
campaigns. Upon return to the United States the 
team will spend some two months analyzing findings 
made in Korea. 

Establish Clinics on Narcotics —The first two 
narcotics clinics in Illinois were opened in Chicago, 
November 30, one at Provident Hospital and the 
other at the University of Illinois Research Hospital. 
Creation of these two clinics and one other was 
provided for in an act passed by the last General 
Assembly. As far as is known, the clinic to be 
opened at Provident will be the first of its kind 
in the country. Created primarily for the preven- 
tion of drug addiction among Chicago youths and 
the rehabilitation of addicts who have received treat- 
ment elsewhere, the clinic’s operating expenses are 
to be underwritten by the Illinois Department of 
Public Health. The Provident clinic will be headed 
by Dr. Walter A. Adams, head of the psychiatric 
staff, Provident Hospital, and will be conducted as 
an out-patient center with such services as psy- 
chiatric, psychological and medical counseling. 
Emphasis will be placed on the work of preventing 
addiction in persons under 21 years of age who 
have been introduced to drug use but are not yet 
addicted. For example, the health department feels 
that it can prevent addiction in many cases where 
a youth has begun use of marijuana but has not 


yet “graduated” to more serious drugs as heroin. 
In addition to the counseling services, the clinic 
hopes to be a source of information to parents who 
believe their children may be using drugs. The 
department of psychiatry of the University of 
Illinois will conduct the clinic to be located in the 
University’s Research Hospital. It will provide 
special study and treatment in selected cases. 


DEATHS 

Joun H. Ancocx, Chicago, who graduated at Univer- 
sity of Louisville School of Medicine in 1901, died 
November 21, aged 72. 

LoyaL B. DeKalb, who graduated at 
Loyola University School of Medicine in 1922, died 
December 10, aged 64. 

Amos Presity Bratrupe, Antioch, who graduated at 
the University of Illinois College of Medicine in 1924, 
died October 8, aged 51. 

Harry C. J. Bu Steep, Ottawa, who graduated at 
Chicago College of Medicine and Surgery in 1913, died 
September 6, aged 73, of carcinoma of the lower bowel. 

Henry P. Berrne, Quincy, who graduated at Univer- 
sity of Vermont College of Medicine in 1893, died 
October 30, aged 79. He was a former member of the 
Council of the Illinois State Medical Society and a past 
president of Adams County Medical Society. 

Apert H. Jacksonville, who graduated at 
St. Louis University School of Medicine in 1904, died 
October 30, aged 75. He was on the staff of the Nor- 
bury Sanatorium for many years. 

Louts DraMmiIs, Chicago, who graduated at Jenner 
Medical College in 1910, died September 18, aged 83. 

Cart M. FLeminc, Rushville, who graduated at the 
Hahnemann Medical College and Hospital in 1906, died 
recently, aged 74. 

Rosert Eart Gorpon, El Paso, who graduated at 
Missouri Medical College in 1893, died recently, aged 
77. He was a life member of Woodford County, and 
the North Central Medical Societies. 

Epwarp HeEpicer, Jamestown, who graduated at 
Loyola University School of Medicine in 1918, died in 
the Highland Illinois Hospital, November 1, aged 63. 


He had practiced medicine in Jamestown since his 
graduation. 

Aucustus PHILLIP HELLER, Centralia, who graduated 
at Chicago College of Medicine and Surgery in 1910, 
died October 26, aged 65, of myelogenic leukemia. 

ZEB VANCE KIMBALL, Hillsboro, who graduated at 
Marion-Sims Beaumont Medical College, St. Louis, in 
1902, died Sept. 3, aged 71. 

MEYER M. Marset, Chicago, who graduated at Chi- 
cago College of Medicine and Surgery in 1917, died 
November 19, aged 66, in American Hospital, where he 
was a staff member. 

JoHN WeEsLEy Martin, Paris, who graduated at 
Barnes Medical College, St. Louis, in 1907, died Oc- 
tober 27, aged 69, in Paris Hospital, of coronary occlu- 
sion. 

Epwarp L., MAsterton, Chicago, who graduated at 
the University of Illinois College of Medicine in 1923, 
died recently, aged 55. He was a staff member of the 
South Shore and Illinois Central Hospitals. 

Mary GitrutH McEwen, retired, Evanston, who 
graduated at Northwestern University Women’s Med- 
ical School in 1898, died November 28, aged 79, in 
Broad’s convalescent home. She had been assistant 
clinical professor of gynecology at the University of 
Illinois College of Medicine. 

MicuHaet J. O’HeErN, Rock Island, who graduated at 
Rush Medical College in 1904, died October 19, aged 
74. 

Harry E, L. Timm, Chicago, who graduated at 
Hering Medical College in 1915, died recently, aged 60. 
He was chief surgeon at South Shore Hospital and on 
the staff of St. Bernard’s, South Chicago and Jackson 
Park Hospitals. 

PererR JosEPH TIMMONS, Woodhull, who graduated 
at Loyola University School of Medicine in 1931, died 
in Jacksonville, September 3, aged 47, of coronary 
occlusion. 

Morcan X. L. Tratnor, Chicago, who graduated at 
Chicago Medical School in 1921, died recently, aged 66. 

Morris ZUKERMAN, Rock Island, who graduated at 
the State University of Iowa College of Medicine in 
1943, died October 24, aged 33. 


Health Talk Marks Third Anniversary on WGN- 
TV.—‘“The Story of a Blue Baby” marked the Third 
Anniversary of Health Talk over WGN-TV, Tuesday, 
December 18, at 7 p.m. Because the Educational Com- 
mittee of the Illinois State Medical Society was the 
first state society to produce this type of educational 
program, it was considered fitting that the anniversary 
telecast should present another first from this area. 
Thus the anniversary telecast concerned itself with the 
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first operation of its kind, apart from the original work 
of Blalock and Taussig in Baltimore, to correct the 
malformation of the heart causing blueness in children 
born with this defect. Appearing in the telecast were 
the physicians who did this original work in this partic- 
ular operation, Dr. Willis J. Potts, chief surgeon, 
Children’s Memorial Hospital, and Dr. Sidney Smith, 
member of the surgical staff of Grant Hospital, for 
whom the operation is named, and Dr. Stanley Gibson, 
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consulting cardiologist, Children’s Memorial Hospital. 
Dr. Theodore R. Van Dellen, assistant dean, North- 
western University Medical School, appeared as moder- 
ator. Also appearing in the telecast was Diane Schnell, 
Waukesha, Wis., the first youngster to undergo the 
Potts-Smith technic. With her were her parents, 
Mr. and Mrs. Andrew Schnell. Caesar, the dog hero 
of this operation, also appeared in the cast. 

Health Talk is produced by the Educational Com- 
mittee of the Illinois State Medical Society in associa- 
tion with WGN-TV. 

Blalock and Taussig of Baltimore originally con- 
ceived the technic for a successful operation on “blue 
babies”, but it was Dr. Potts and Dr. Smith who de- 
veloped a new technic that made it possible to use an 
entirely different approach. The work was carried on 
at Northwestern University Medical School and Chil- 
dren’s Memorial Hospital. 

Health Talk’s success may be attributed to the co- 
operative efforts of the staff of WGN-TV together 
with the interest expressed by the physicians, dentists, 
patients, nurses, technicians, and others who appeared 
on the program during its three years on the air. In 
addition, the programs have been enhanced by the equip- 
ment provided by many hospitals and the following 
firms, all in the public interest: Bausch and Lomb 


Optical Company; Clay-Adams Company, Inc. Surgi- * 


cal Supplies; Camera Exchange; Precision Scientific ; 
Ohio Chemical and Manufacturing; Cambridge In- 
strument; Sanborn Company; Picker X-Ray; Audio 
Development Company; Central Scientific; Nuclear 
Instrument and Chemical; Zimmer Splint; Standard 


X-Ray; William Ballert and Company; V. Mueller 
and Company Surgical Supplies; Continental Scale; 
Sportsman Club of America; General Electric X-Ray; 


Denoyer-Geppert and Abbott Laboratories. In addi- 
tion, special credit should be given to the medical 
department of the Chicago Tribune for its many 
courtesies in providing equipment. 

Since the last issue of the ILLINOIS MEDICAL 
JOURNAL, the following telecasts have been presented 
by the Educational Committee over WGN-TV, Chan- 
nel 9, on Tuesday evenings at 7 p.m.: 

Robert R. Mustell, November 27, Is Boxing Safe? 

Matthew Block, December 4, Your Blood and Atomic 
Energy, with George V. LeRoy acting as moderator. 

Wesley A. Gustafson, December 11, X-Ray Evalua- 
tion of the Brain, with Richard G. Nilges, Jack P. 
Fink, and Irwin Dritz. 

Your Doctor Speaks Over WFJL, Thursday eve- 
nings at 7:30 p.m., carried the following transcribed 
broadcasts under the auspices of the Educational 
Committee since the last issue of the JOURNAL: 

Knowlton E. Barber, November 29, What Do we 
Mean by the Urinary Tract. 

Theodore R. Hudson, December 13, Lung Disease. 

Thomas H. Mercer, December 20, Prenatal Care. 

Lectures Arranged Through the Educational 
Committee: 

Edward L. Jackson, Oak Park, January 2, Nor- 
wegian Woman’s Club, Superstitions About Health. 

Robert M. Kark, Chicago, January 2, Union Ridge 
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P.T.A., Principles of Nutrition as Applied to Children 
and Their Parents. 

Robert M. Kark, Chicago, January 8, Public Health 
Committee of the Chicago Woman’s Aid, Some Rea- 
sons for the Improved Nutritional Status of the People 
of the United States. 

Harry H. Garner, Chicago, January 8, Volta P.T.A., 
The Inseparables — Body and Mind. 

Alfred P. Bay, Manteno, January 10, South Subur- 
ban Branch of the American Association of University 
Women, Mental Health. 

Emerson K. McVey, Chicago, January 14, Harvey 
Evening Women’s Club Child Study Department, Child 
Health and Development. 

Eugene L. Slotkowski, Chicago, January 14, Our 
Savior Lutheran Church Mother’s Club, Emotional 
Needs of a Child. 

John A. Mart, Chicago, January 15, Kiwanis Club 
of Evanston, Heart Disease. 

George M. Cummins, Chicago, January 16, Harvey 
Woman’s Club, Growing Old Gracefully. 

Joseph Bertucci, Chicago, January 17, Daniel 
Corkery P.T.A., Problems of Parenthood. 

Charles I. Fisher, Chicago, January 18, The 
Household Science Club, The Physical and Mental 
Hazards of Aging. 

Clair M. Carey, Oak Park, January 18, West Side 
Branch Woman’s Auxiliary to the Chicago Medical 
Society, Diagnosis and Treatment of Early Cancer 
of the Cervix. 

Lectures Arranged Through the Scientific Service 
Committee: 

Thomas J. Coogan, Chicago, December 12, Kane 
County Medical Society, in St. Charles, Diagnosis 
and Management of Coronary Thrombosis. 

Lester A. Nalefski, Chicago, December 13, Will- 
Grundy County Medical Society, in Joliet, Medical 
Problems of Atomic Warfare, illustrated. 

William L. Riker, Chicago, December 20, La Salle 
County Medical Society, in La Salle, Special Prob- 
lems in Pediatric Surgery, illustrated. 

Charles D. Krause, Chicago, January 10, Will- 
Grundy County Medical Society, Joliet, Present 
Day Conception of Cesarean Section, illustrated. 

M. David Allweiss, Chicago, January 10, Cham- 
paign County Medical Society, in Champaign, Re- 
cent Trends in the Management of the Diabetic. 

Oscar Becker, Chicago, January 10, Henry-Stark 
County Medical Society, in Kewanee, Recent Ad- 
vances in Plastic Surgery of the Head and Neck, 
illustrated. 

Ralph Kunstadter, Chicago, January 17, White- 
side-Lee County Medical Societies, Rock Falls, Di- 
agnosis and Treatment of Endocrine Emergencies 
in the Newborn. 

Lawrence Breslow, Chicago, January 24, Will- 
Grundy County Medical Society, Joliet, Modern 
Infant Feeding with Emphasis on Infantile Colic, 
illustrated. 

John A. Bigler, Chicago, January 29, De Kalb 
County Medical Society, Sycamore, Congenital Mal- 
formations Remedial in Infants. 


THE MODERN TREND 


The teaching of sex hygiene in our public 
schools should be replaced by the more important 
goal, healthy parenthood; the former to be em- 
phasized only as a means to that end. Every 
individual has a natural desire to become a 
healthy parent, and we should give all possible 
assistance to that desire. The physiology and 
some pathology of human reproduction should be 
included in the senior high school curriculum. 
This would lead to an increased general interest 
in prenatal and parturitional care. Besides, it 
is all wrong to prepare a girl for life by over- 
emphasizing preparation for a classic career at 
the expense of a basic understanding of that 
most vital function for which she was primarily 
created, namely, reproduction. Her physical de- 
sign and certain correlated functions all but 
scream out the priority of that function. Excerpt : 
Obstetric Helps, C. O. McCormick, M.D., In- 
dianapolis, J. Me. M. A., Oct. 1951. 


Hospital admission chest survey, unlike sporadic or 
occasionally repeated testing of selective groups of the 
citizenry of a locality, goes on day by day, year by 
year, as part of general operation. The long-range 
results for such case-finding are bound to be beneficial 
for the city in which the hospital is located as well 
as the entire area from which it draws patients. J. 
Mich, State M. Society, Fred J. Hodges, M.D., No- 
vember, 1949. 


Generally speaking, mortality is not a good criterion 
of immediate accomplishments in tuberculosis control 
because the majority of deaths from this disease is 
the results of infections which occurred long before. 
Therefore, for many years after an excellent tubercu- 
losis control program is instituted in a given com- 
munity, mortality may remain high among those who 
were infected previously. Journal-Lancet, J. Arthur 
Myers, M.D., April, 1950, 


METABOLISM AND RADIOACTIVE 
IODINE 


There exists a large group of patients eminent- 
ly unsuited for basal metabolic rate determina- 
tions, whose thyroid status is at best poorly 
evaluated without tracer technique. Psychotics, 
asthmatics, leukemias, congestive heart failure 
cases constitute part of this group. Using radio- 
iodine tracer doses, eminently satisfactory evalua- 
tions of the thyroid status of children may be 
obtained. There is further a large group of 
patients with anxiety states who approach the 
basal metabolic apparatus with fear and trepida- 
tion. One of these cases in our series had 8 
basal metabolic rates done because of tremor, 
tachycardia, excessive sweating and weight loss. 
Her metabolic rates ranged from plus 27 to 
plus 44. A tracer technique showed an uptake 
of 18.5 per cent. We have for the first time an 
.accurate tool for the evaluation of these patients. 
Excerpt: Radwactive Iodine in the Differential 
Diagnosis of Thyroid Disorders, Samuel B. 
Nadler, M.D., Ted Bloch, M.D., John Hidalgo, 
M.S., and Robert Nieset, Ph.D., New Orelans, 
New Orleans M. Surg. J., Nov. 1951. 


It is probable that the time is approaching wher 
screening of the general population for tuberculosis 
may be combined and coordinated with other screening 
programs for other important pathologic cenditions, 
such as cardiovascular disease, cancer, syphilis and 
diabetes — similarly characterized by relatively long 
sub-clinical periods in which detection may be life 
saving or important to community protection. New 


England J. Med., Robert B. Kerr, Frank G. Seldon, 
John D. Spring, November 30, 1950. 
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A NEW PENICILLIN COMPOUND 


READY TO USE 
BY ORAL ROUTE— 


No need to prepare suspension 


STABLE FOR 18 MONTHS 


at ordinary room temperatures 
...no refrigeration required 


VERY PALATABLE 
no penicillin taste 


DEMONSTRABLE 
BLOOD LEVELS 


readily secured and maintained 


SUPPLIED: Bottles of 2 fl. ozs. 


BICILLIN differs from other penicillin salts in that it 
contains 2 moles of penicillin to 1 mole of base. 


In clinical effectiveness, it compares favorably with all 
forms of oral penicillin therapy.'?* No side effects have 
been observed. 


ORAL SUSPENSION 


1. Welch, H., and Putman, L.E.: 


To be ome 


BENZETHACIL 


DIBENZYLETHYLENEDIAMINE DIPENICILLIN G WYETH 


*Trademark 


Wyeth Wyeth Incorporated, Philadelphia 2, Pa. 
® 
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THE REHABILITATION OF THE 

HEMIPLEGIC 

George G. Deaver, M. D., New York, N.Y. In THE 
RHODE ISLAND MEDICAL JOURNAL, 34:8: 
421, August 1951. 
The hemiplegic patient, who has had a cerebral 


accident, as a result of embolism or thrombosis, 
usually can begin rehabilitation activities a few 
days after the accident. However, if the hemi- 
plegia is caused by a hemorrhage, rehabilitation 
procedures should be limited to bed activities for 
three weeks. 

The purpose of a program of rehabilitation is 
to retrain the patient to walk and travel, care for 
his daily needs and to obtain the maximum use 
of the affected and unaffected arm, hand and 
speech. 

Disabilities which result from a cerebral acci- 
dent are limitation of motion of the joints on 
the affected side and a spastic or flaccid paralysis. 
There may be a facial paralysis and if the paraly- 
sis occurs in the dominant arm, the patient 
usually will have a sensory and motor aphasia. 

If treatment is started early there will be no 
limitation of motion at the joints and the affected 
arm and leg can be passively moved through 
their normal range. However, if the patient is 
not given early rehabilitation, contractures 
usually result, especially at the shoulder. 

If treatment is started within a few days fol- 
lowing the cerebral accident there is no need for 
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any special procedures to protect the affected 
limbs. If, however, due to hemorrhage in the 
brain or other complications, the patient must 
remain in bed for a period of time, then proce- 
dures must be instituted to prevent deformities. 
A posterior ankle splint is needed to prevent 
shortening of the heel cord. A pillow in the 
axilla will prevent adduction and internal rota- 
tion of the shoulder joint which is a frequent 
residual deformity in hemiplegia. Passive move- 
ments of the arm in abduction, external rotation 
and in the overhead position should be performed 
several times a day to prevent a “frozen shoul- 
der.” 

The principal deformities which occur are a 
“frozen shoulder” and short heel cord. In treat- 
ing the “frozen shoulder” heat and massage to 
the arm and shoulder are of value in preparing 
the part for stretching. Passive movements of 
the shoulder are useful in increasing the range of 
motion. These movements can be performed by 
a therapist, nurse, or by the patient. 

A short heel cord seldom requires operative 
procedures. The heel cord usually can be length- 
ened with stretching and a short leg brace with a 
90 degree to 110 degree stop at the ankle to hold 
the gains made by stretching and ambulation. 

A patient with flaccid hemiplegia from a 
cerebral accident will be unable to make a volun- 
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selective 
anticholinergic gives 


unparalleled freedom from side effects 


Methylsulfate 


for peptic ulcer 


greater specificity 
hitherto unobtainable freedom from side effects 
wider flexibility of dosage | 
reduces gastric motility and secretion 
relieves pain 


Prantat* Methylsulfate is a member of an entirely new class of synthetic 
anticholinergic compounds. It curbs excessive vagal stimuli to the stomach 
by inhibiting synaptic transmission across parasympathetic ganglia. 


Prantat Methylsulfate is unique among anticholinergic compounds. Be- 
cause of its selective action, doses which reduce gastric motility and 
secretion rarely cause dilatation of the pupils, dryness of the mouth, 
urinary retention, or constipation. 


The pharmacodynamics of Prantat Methylsulfate have been the subject of 
extensive laboratory investigations in which the classical procedures were 
used. Studies by leading clinical investigators have confirmed the value 
of its unusual properties in treatment of the peptic ulcer syndrome. 


A Clinical Research Division monograph is now in press and will be sent 
to you promptly on request. ; 

A clinical supply of PRANTAL Methylsulfate will be sent to you on request. 
Average Dosage: One tablet (100 mg.) four times daily. 


Packaging: Prantat Methylsulfate (brand of diphenmethanil methylsulfate) , 100 mg. 
scored tablets, bottles of 100, 


*T.M. 


CORPORATION + BLOOMFIELD, NEW JERSEY 


Physical Medicine (Continued) 


tary movement when in the supine position. 
However, if the patient is held in the erect posi- 
tion with the affected lower extremity on the 
floor, he wil! flex and extend the leg as in walk- 
ing and be able to bear his body weight. The 
sensory contact of the foot on the floor stimulates 
the reflex pattern of walking. Ambulation should 
be the first procedure in the rehabilitation pro- 
gram, as it can be accomplished by the majority 
of patients. 

As a return of function in the affected upper 
extremity cannot be expected for a long period 
of time, if it ever does return, it is necessary to 
teach the patient to care for his daily needs with 
his unaffected arm. 

A right hemiplegia in a right-handed person is 
a serious disability because of the sensory and 
motor aphasia and the lack of skill in the left 
hand to perform the activities essential for daily 
living. ‘The training of the left hand should be 
begun early as the patient must become left- 
handed if he ever hopes to care for his daily 
needs. Writing with the left hand is extremely 
important as a means of communication, espe- 
cially if the speech is affected. 

The exercise program for retraining the ai- 
fected arm depends upon the patient. Results 
cannot be expected by having a therapist work 
on the patient. Working with the patient so that 
he understands what exercises are to be practiced 
many times a day is the only procedure which 
will improve the disabled arm. 

The fingers of the spastic hemiplegic patient 
are practically impossible to reeducate for any 
useful purpose. If adequate function is attained, 
it will take years of effort by the patient. In the 
aged, with cardiovascular disease, it is not often 
worth the effort. However, we should not have 
the patient give up hope of ever using the fingers. 
He must be made to understand that movements 
of the fingers depend upon the proper function- 
ing of the shoulder, elbow and hand and placing 


the hand in positions for purposeful movements. 


OCCUPATIONAL THERAPY FOR 
CEREBRAL PALSY 


E. M. James, M. A. O. T. In THE BRITISH 
JOURNAL OF PHYSICAL MEDICINE, 14:7: 
149, July 1951, 

Occupational therapy for cerebral palsy, in 


recent years, has become a very specialized field 
of work. Ideally, a child with cerebral palsy 
should be treated from babyhood by a team of 
therapists comprising a physical therapist, occu- 
pational therapist and, in many cases, also a 
speech therapist. 

The entire program of treatment for a cerebral 
palsied child must be carried out by the whole 
team of therapists. For example, the physical 
therapist will teach the athetoid basic relaxation 
while lying, sitting, and later control of standing 
and walking. The occupational therapist will 
be the link between physical therapy and every- 
day life; she must carry the arm relaxation a 
stage farther and use it for arm occupations. The 
speech therapist will use relaxation to achieve 
control of speech. For the spastic and ataxic 
similar teamwork is necessary as determined by 
the different principles of treatment. Each indi- 
vidual cerebral palsy child needs to be handled 
as his handicap demands and this must be done 
consistently by all who deal with him, including 
the parents, to whom his particular problem 
must be explained. Their cooperation by and 
with the therapists is essential in the over-all 
aim of treatment if the child is to become capable 
of taking his place in the world. 


EFFECT OF PHYSICAL ACTIVITY ON 


PROGNOSIS OF POLIOMYELITIS 
Robert M. Albrecht, M. D., and Frances B. Locke, 
M. S., Albany, N. ¥. In THE JOURNAL OF 


THE AMERICAN MEDICAL ASSOCIATION, 
146 :9 :769, June 30, 1951. 


Two hundred patients from the 1949 polio- 
myelitis epidemic in Nassau County, New York, 
are reported upon in this study. In each case a 
detailed history of the symptoms and of the 
physical activities from three days before the 
onset of illness to a number of days after the 
onset was taken. 

The term “paralysis,” as used in this report, 
refers to other than bulbar paralysis, unless 
otherwise stated. The term “meningeal stage” 
describes the period of the illness characterized 
by one or more of the following: a positive 
Kernig sign, stiffness of the neck or back, and 
pain the head, trunk, or thighs. 

Physical activities were classed in the histories 
as follows: bed rest; light activity, such as rest- 
ing at home; normal activity, such as housework, 
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office work, school or normal play; heavy ac- 
tivity, such as manual labor or strenuous sports 
or play. The physical activities of the patients 
were rated by one person who, in order to exclude 
bias, was deliberately kept uninformed of the 
extent of their paralysis at the time of rating. 
In rating the cases, both the type and duration 
of activity were considered. 

Since the evaluation of the extent of paralysis 
depends on the skill of the observer, and since 
the paralysis itself varies with time, an attempt 
was made to have all the patients muscle-graded 
by trained physical therapists approximately six 
months after the onset of illness. All of the 
gradings were tabulated on standard forms for 
muscle grading used routinely by the New York 
State Department of Health. 

There was found no correlation between the 


days preceding the onset of illness; nor did ac- 
tivity in the three days before the onset of the 
meningeal stage seem to influence subsequent 
paralysis. The bulbar cases were too few to per- 
mit conclusions to be drawn. 

There is no statistically significant relationship 
between severity of exercise and severity of pa- 
ralysis, except in adults. 

Age is a major factor in the prognosis of 
poliomyelitis. Adults, irrespective of activity, 
are more severely affected than children. 

Factors other than age and activity, such as 
the nature of the virus, previous experience with 
it, the size of the infecting dose and constitu- 
tional factors, are of major importance in the 
prognosis of poliomyelitis. 


A NEW APPROACH TO THE TREATMENT OF 
ATROPHIED MUSCLES RESULTING FROM 
POLIOMYELITIS: PRELIMINARY REPORT 
Meyer Shmugar, M. D., Denver. In ROCKY MOUN- 
TAIN MEDICAL JOURNAL, 48:7:519, July 1951. 
In 1947 Shmugar started to use 0.25 per cent 
procaine in physiologic saline with riboflavin, 
thiamine chloride, and vitamin C for restoration 
of function in paralyzed muscles resulting from 
poliomyelitis. The majority of patients which 
he saw were chronic cases, ranging from three to 
nineteen years in duration. The drugs were 
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All Children Can Benefit from 


this Protective Hot Drink at Breakfast 


In its widely distributed leaflet 
No. 268, a Good Breakfast,”” 
the U. S. Dept. of Agriculture 
states: ‘Summer or winter, there’s 
something hot, as a rule, in a 
good breakfast. ... Something hot 
is cheering and tones up the 
whole digestive route.” 


The problem of encouraging children to eat an adequately pro- 
tective breakfast finds easier solution when Ovaltine in hot milk 
is recommended as a breakfast beverage. Many children clamor 
for a hot drink at the morning meal, and hot Ovaltine is the right 
kind of drink to recommend. 

A cup of hot Ovaltine makes an excellent contribution of virtually 
all essential nutrients, adding substantially to the nutritional start 
for the day. It also serves in a gustatory capacity by enhancing 
the appeal of breakfast and making other foods more inviting. 

The nutrient contribution made by a cup of Ovaltine is apparent 
from the table below. Note the wealth of essentials added to the 
nutritional intake by making the simple recommendation of adding 
a cup of hot Ovaltine to the child’s breakfast. 


THE WANDER COMPANY, 360 N. MICHIGAN AVE., CHICAGO 1, ILLINOIS 


Here are the nutrients that a cupful of hot Ovaltine, made of 
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Ya oz. of Ovaltine and 8 fi. oz. of whole milk,*provides: 
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CALORIES 

*Based on average reported values for milk. 
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Edward Ross, M.D., Medical Director 
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Central X-Ray & Clinical 
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Director 
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Electroencephalograms 
Gastroscopic Examinations 
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given intra- and subcutaneously over the muscle 
areas involved. The results of the treatment have 
been promising. Atrophied and weakened muscles 
began to show signs of increased strength and, 
after varying lengths of time, increase in muscle 
size was noted. This report covers observations 
made for fifteen months on ten patients. 

The patients who came for this treatment had 
previously received the best known medical and 
surgical care in the acute and convalescent stages 
of the disease and were in an arrested stage of 
muscle atrophy or contracture. Many cases were 
receiving physical therapy at other sources when 
they first began this treatment. 

The entire procedure is based on the assump- 
tion that most paralyzed muscles resulting from 
poliomyelitis infection must contain some living 
muscle fibers even though our present method of 
muscle testing may not be able to detect it. 

The one objection in the course of these injec- 
tions is the inconvenience to the patient due to 
the large number of needle pricks. The pain 
associated with this procedure is not as great as 


one would think since the procaine minimizes 
this feature. - 

Experiments are carried out at present with 
iontophoresis as a method of replacing the mul- 
tiple injections. This will be reported at a later 
date. 


RHEUMATOID SPONDYLITIS 
Le Moyne Copeland Kelly, M. D., F. A. C. P., New 

Haven. In CONNECTICUT STATE MEDICAL 

JOURNAL, 15 :8:672, August 1951. 

In the treatment of rheumatoid spondylitis 
every patient should receive a high vitamin, high 
calorie diet, regulated rest, salicylates for pain 
and daily home physical therapy measures. Pre- 
vention of postural deformity is imperative and 
every effort should be expended towards this end. 
A great deal can be accomplished by relatively 
simple home measures, if the patient will carry 
them out conscientiously each day over a period 
of years. He should be taught to assume the 
proper posture as much as possible—with the 
lower abdominal muscles pulled in, the thorax 
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Mol-ron, molybdenized ferrous sulfate, is the most 
“effective form of oral iron: therapy. known.* 
‘The routine administration of supplemental 
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the last trimester produces “. ..a much higher 
- hemoglobin concentration ‘at term than in, 
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For nutritionally complicated iron defi- 
ciency states 


with Liver and Vitamins 


—provides generous amounts of elemental iron 
and dried whole liver; all essential B vitamins, 
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PENICILLIN 
Oral Tablets 


<=> Greater effectiveness by 
the ORAL ROUTE 


Oral therapy with Aluminum Penicillin 
has proved to be highly effective in a variety 


of penicillin-susceptible infections. 


Aluminum Penicillin rarely causes gastro- 


intestinal disturbance or allergic reactions. 


Unique advantages are that Aluminum 
Penicillin is not soluble in solutions of the 
acidity of gastric secretion but is readily 
absorbed from the intestinal tract. Sodium 
benzoate is added because it inhibits the de- 


structive action of penicillinase. 


These factors provide for maximum utili- 
zation of the drug, higher and more pro- 
longed blood levels. 


Supplied in vials of 12 tablets each con- 
taining Aluminum Penicillin 50,000 units, 


Sodium Benzoate 0.3 gram. 


HYNSON, WESTCOTT & DUNNING, INC. 


Baltimore 1, Maryland <> 
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raised, the shoulders squared and the head erect. 
In addition, he should be instructed in trunk- 
stretching exercises, hamstring and calf-stretch- 
ing exercises, in deep breathing exercises and in 
special exercises for the correction of any marked 
postural defects. ‘These should be performed 


twice daily at home. Analgesics taken an hour 
beforehand and followed by the application of 
heat often will permit the patient to carry out 
this program more enthusiastically. The patient 
should be appraised of the necessity for a firm 
bed without pillows and instructed in the use of 
the blanket roll beneath the thoracic area to 
effect hyperextension of the spine. In this way 
it is possible to keep the trunk in proper align- 
ment, and to prevent deformities while the pa- 
tient is receiving more specific therapy for his 
disease. 

Rheumatoid spondylitis is not invariably a 
chronic, progressive, disabling disease of the 
spinal column for which nothing can be done. 
Although it is often self-limited, in order to 
contribute to the patient’s comfort and to pre- 
vent possible deformity in the event of progress- 
ive involvement, it is imperative that the diag- 
nosis be made early and that appropriate general 
measures and x-ray therapy be instituted at the 
first opportunity. 


ACCELERATION OF CONVALESCENT CARE 
OF POLIOMYELITIS PATIENTS 


Charles L. Lowman, M. D., Los Angeles. In THE 
JOURNAL OF THE AMERICAN MEDICAL 
ASSOCITION, 146:12:1097, July 21, 1951. 


Lowman recommends (1) an over-all plan for 
the patient through all stages of treatment with 
evaluation of the physical therapy aspects of 
care; (2) a thorough evaluation of performance, 
especially in relation to trunk muscle imbalance 
and potential deformity factors; (3) early sur- 
gical reconstruction when necessary and ad- 
visable; (4) an all-around increased effort to 
conserve patients’ and workers’ time and _per- 
sonal and institutional funds by increase in the 
tempo of care of poliomyelitis patients to the 
highest point commensurate with careful con- 
sideration of the needs of each patient. 
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Bases OF HUMAN BEHAviorR; A Biologic Approach to 
Psychiatry. Leon J. Saul, M. D. J. B. Lippincott 
Co. 

This is the first time, in the reviewer’s experience 
that the emotional causation of human behavior appears 
all by itself in a text book. There are 147 pages of 
excellently written material. It is universal in its 
attempt to undermine and study the mechanism of all 
human activity both on the group as well as the in- 
dividual level. Emotional factors are now discussed 
in detail as previous discussions were made up of the 
physiological concepts of Cannon, Pavlov and Sherring- 
ton. Certainly, the following facts of most of the human 
beings are known: fully matured adults are strong, 
kind, friendly, constructive, responsible parents and 
citizens. Compared with the others one sees a warped, 
infantile personality that is egoistic, lazy and filled with 
hate and destructiveness. Such violence in man _ is 
symptomatic of unhappiness and frustration. This 
book, filled with a tremendous amount of excellent 
factual material is the only one of its kind. It is 
made up of three parts, as follows: (1) The Power of 
the Emotional Forces: Psychodynamics as a_ Basic 
Science. (2) Motivation and Its Effects. (3) Elements 
of Psychodynamics. This book is recommended most 
highly to all medical students, practitioners of medicine 


and specialists. 


THE MANAGEMENT OF FRACTURES, DISLOCATION, AND 
Sprains. By John Albert Key, B.S., M.D., St. Louis, 
Missouri and H. Earle Conwell, M.D., F.A.CS., 
Birmingham, Alabama. Fifth Edition. St. Louis, 


The C. V. Mosby Company, 1951. Price $16.00. 

The latest edition of this Standard Orthopedic text- 
beok contains much new material, as for example, 
medullary nailirg of both bones of the leg and shaft 
of the femur. 


New illustrations have been added and 


BOOK REVIEWS 


those which seemed least valuable in previous editions, 
deleted. 

Arrangement of the book is good, and it is well 
indexed. There are 25 chapters. The first 7 chapters 
comprise Part I of the text and treat of general con- 
siderations, repair, principles of treatment, first aid, 
complications, pathologic fractures and dislocations. 
The chapter on Compound Fractures and War Wounds 
is particularly detailed and comprehensive. 

Part II of the text deals with specific fractures. 
Each of these chapters is introduced with a discussion 
of the surgical anatomy involved and accompanied by 
appropriate antomical plates. Often more than one 
method of treatment is presented. The book will be 
of inestimable value to physicians and surgeons doing 


fracture work. 
We OP: 


A Review or Mepicine, By members of the faculty, 
Northwestern University Medical School. Edited 
By Benjamin Boshes, M.D., M.S., Ph.D. Sixth 
Edition. Chicago, Illinois, 1951. 

The Sixth Edition of A Review of Medicine ably 
carries on the splendid tradition and high standard set 
by previous editions. This work, long dear to the 
hearts of medical students for whom it was originally 
designed, is a valuable addition to the libraries of men 
engaged in general practice. 

This latest edition has been almost completely re- 
vised, set in new type and enhanced in general. In the 
eight years since the last edition spectacular advances 
have been made in the practice of medicine. 

Revision of almost every section to cover these ad- 
vances in medical and surgical technic has been accom- 
plished. New authors have been selected to rewrite 
some subjects. 

The final chapter, entitled “The Total Approach to 

(Continued on page 70) 
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specialized service 


assures" know-how” 


CHICAGO Office: 
T. J. Hoehn, £. M. Breier and 
W. R. Clouston, Representatives, 
Annex Building, 


1142-44 Marsha! 


| State 2-0990 


ASCRINGFIELD Office: 
A. Seeman, Representative, 


“Telephone Rochester 5611 


THERYL 


Sublingual Analgesic 
Specially prepared saccharinated acetyls-licylic acid, 
5 gr. Taken without water. Absorbed from oral 
mucosa directly into blood stream. May often sup- 
plant narcotics. Typical reports: 


Indication Analgesic Time 
Post-Appendectomy 3 minutes 
Post-Hemorrhoidectomy ............... 3 minutes 


CHURCH CHEMICAL CO. 
75-H E. Wacker Dr. Chicago 1, Ill. 


BOOK REVIEWS (Continued) 


Diagnosis” deals with Psychosomatic Medicine from 
which is taken the following pithy paragraph and is 
worthy of quotation. 

“To call the total investigation and treatment of a 
patient “psychosomatic medicine” is a mistake because 
one can never separate the “psyche” and the “soma” 
of an individual. They always act together in any 
situation of stress and all good medicine is essentially 
“psychosomatic” yet the term is here and until it is 
relegated to obscurity by no longer serving a function, 


THE ESSENTIALS OF MODERN SurGeERY. Edited by R. 
M. Handfield-Jones, M.C., M.S., F.R.C.S. Senior 
Surgeon to St. Mary’s Hospital; Lecturer in Surgery, 
St. Mary’s Hospital, Medical Members of the Court 
of Examiners, R.C.S., and Examiner in Surgery to 
the University of London; Late Hunterian Profes- 
sor, R.C.S., and Sir Arthur E. Porritt, K.C.M.G,, 
C.B.E., M.A., M.Ch., F.R.C.S., A surgeon to his 
Majesty the King; Surgeon, St. Mary’s Hospital and 
Royal Masonic Hospital; Consulting Surgeon, Acton, 
North Herts and South Beds, Teddington, Hampton 
Wick and District and Paddington (1.C.C.) Hospi- 
tals; Examiner in Surgery, University of Cambridge. 
Fourth Edition. With 644 illustrations of which 
many are in colour, The Williams and Wilkins 
Company, Baltimore, 1951. $11.00. 

This publication is another edition (fourth) of a very 
popular reference book. The “kindly reception” en- 
joyed by this work is evidenced by the fact that but 
twelve years have passed since the appearance of the 
first edition. 

The editors and contributors are all English and are 
practicing in England at present. Some of the contrib- 
utors in this edition are replacing former writers. The 
personnel of contributors is quite impressive in their 
positions attained in the education world and in their 
services in various hospitals. 

In 51 chapters covering 1233 pages the subject matter 
is so divided that one can easily find the question in 
hand, There is some repetition and reduplication of 
information of course, but quite excusable if one finds 
complete detail under different phases of the same 
subject. 

The section on the ear has been thoroughly revised. 
The antibiotics have been given ample space and are 
quite efficiently evaluated. The surgery of the adrenal 
gland has been added in this addition briefly but very 
succulently, 

This volume covers an enormous field; this is pos- 
sible because of the manner and style of the work. 
Fer instance in considering the subject Post Operative 
Treatment only four pages are used. And in these 
four pages all pertinent essentials were described. No 
space is wasted in theory — nor in history of this or 
that — but practical ideas are set forth. And _ the 
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prompt and effective relief 


alleviating spasm and stimulating liver function. 


reliable spasmolysis 


improved liver function 


Dehydrocholic acid (Decholin), the most powerful hydrocholeretic known, 
increases bile flow, flushes the biliary tract with thin fluid bile and provides 


mild laxation without catharsis. 


DOSAGE 


One or, if necessary, two Decholin/Belladonna Tab- 
lets three times daily. 


COMPOSITION 

Each tablet of Decholin/ Belladonna contains Decholin 
(brand of dehydrocholic acid) 334 gr., and ext..of 
belladonna, '!/¢ gr. (equivalent to tincture of bella- 
donna, 7 minims). Bottles of 100. 


AMES comPANY, INC ELKHART, INDIANA 


Ames Company of Canada, L.td., Toronto 


in functional G 
distress 


though findings are negative, patients remain positive of their many symp- 
toms — belching, flatulence, nausea, indigestion and constipation. 


can be given most of these patients by prescribing Decholin /Belladonna for 


DECHOLIN with BELLADONNA 


The belladonna component of Decholin/Belladonna effectively relieves 
pain due to spasm and incoordinate peristalsis, and facilitates biliary and 
pancreatic drainage through relaxation of the sphincter of Oddi. 
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3C's 
Comfort, Cleanliness, 
Convenience 


at Bee Dozier's 3 Sanitariums for 


Aged, Chronic, Senile, Convalescent 
Patients. 


Michory 
Maple Hill 


Charming, healthful rural locations conveniently 

situated, 24 hour care by trained nurses and order- 

lies, tempting food and supervised diets all con- 

tribute to your patient's well-being or recovery. 
18 years of experience. 


ONE rate covers EVERYTHING. There 
are NO extras. 


Bee Dozier invites your inspection. Write Box 
288, Lake Zurich, Ill., or Phone 466! 


H, J. Carr, M.D., Staff Physician. 


DOCTOR! you will approve the 


Radium Rental 
Service 


By 
THE PHYSICIANS RADIUM 
ASSOCIATION 


if preferred. 


The Physicians Radium 
Association 
Room 1307—55 East Washington St., 
Pittsfield Bldg., CHICAGO 2, ILL. 
Telephones: CEntral 6-2268 and 6-2269 


Wm. L. Brown, M.D. 
Wa. L. Brown, Jr., M.D. 


Organized for the purpose of making radium 
available to physicians to be used in the 
treatment of their patients. Radium loaned 
to physicians at moderate rental fees, or 
patients may be referred to us for treatment 


BOOK REVIEWS (Continued) 


same may be said of practically the whole book. I: 
is in no sense verbose, it states facts and quite logically 
draws conclusions that require a minimum of reading 
to obtain information desired. 

The book is quite worth while for the general sur- 
geon; it is quite worth while for the surgeons in the 
various specialties. No major subject in surgery is 
overlooked in its full consideration as to symptoms, 
diagnosis, treatment, technique of procedure and 
prognosis. 

The work is well indexed. Its ease of use will no 
doubt be a great item in the popularity with which this 
edition will be accepted by the profession, as has been 
true of the former three editions. 

The book is a well laid out affair; and is therefore 
of splendid service as a reference source. 


BRONCHOESOPHAGOLOGY: by Chevalier Jackson, M.D., 
Sc.D., LL.D., F.A.C.S., Honorary Professor of 
Bronchoesophagology and Laryngeal Surgery, 
Temple University, Philadelphia; and Chevalier L. 
Jackson, M.D., M.Sc., F.A.C.S., Professor of Bron- 
choesophagology and Laryngeal Surgery, Temple 
University, Philadelphia. 366 pages with 260 figures. 
Philadelphia and London: W. B. Saunders Company, 
1950. Price $12.50. 

Bronchoesophagology is concerned with the mainte- 
nance of the two lines of communication on which 
human life depends for its supplies — the air passages 
and the food passages. 

That statement is lifted from this fine book devoted 
to endoscopic examination and treatment of those air 
and food passages. 

The Doctors Jackson have set the standards in this 
major department of medical science. They have here 
presented current concepts in this important field, in- 
cluding both the well accepted knowledge and the newer 
developments. The two-column pages and the abun- 
dance of fine illustrations make for easy reading and 
helpful understanding of the context. 

Bronchology is considered in Part I, the first sec- 
tion of which has notes and fine illustrations based on 
the anatomy of the tracheobronchial tree and lungs. 
Part II deals with Esophagology and opens with notes 
on the anatomy and physiology of the esophagus. Bib- 
liography for both parts appears at the end of the book. 

This is an excellent guide to technic and an extremely 
practical textbook. 

| 


Carsen Dioxipe THERAPY: A _ Neurophysiological 
Treatment of Nervous Disorders. By L. J. Meduna, 
M.D. Professor of Psychiatry, University of Illinois 
College of Medicine, Chicago, Ill. 236 pages. 1950. 
Charles C. Thomas, Springfield. $5.00. 

This book presents the author’s experience with the 
use of carbon dioxide inhalations in the treatment of 
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Meat...Its Place in the 
Dietary Management of Nephritis 


The formerly held tenet that protein intake should be restricted for all patients with 
‘mpaired renal function, in order to afford the kidney physiologic ‘‘rest,” is no longer 
valid.! Except for infection and some neoplastic and traumatic disorders, the treatment 
of renal disease is nonspecific and essentially symptomatic. The clinical problem cen- 
ters largely on diet regulation, in the hope of stimulating the kidneys to improve 
impaired function, without unduly risking harm. 


Even in the presence of azotemia, a protein intake of 60 to 80 Gm. per day has not 
been found harmful to the renal patient. Low protein intake, on the other hand, 
together with urinary loss of protein may encourage the development of asthenia, 
anemia, hypoproteinemia, and edema.’ Also pertinent to the dietary management in 
renal disease is the experimental finding that high protein diets in normal dogs promote 
higher urea clearance and greater renal blood flow than do low protein diets.* 


Except in anuria, a protein intake adequate to maintain nitrogen balance has been 
suggested.' Although as little as 30 to 40 Gm. of protein per day may suffice for this 
purpose in the fever-free patient at bed rest, few occasions arise when 1 Gm. of protein 
per day per kilogram of body weight may not be given safely. In the presence of 
significant proteinuria, unless specifically contraindicated, the dietary protein may be 
increased beyond that amount in order to counterbalance the urinary protein loss. 


Contrary to the still prevalent ancient belief among the laity, red meats are just as 
harmless to the renal patient as white meats; nor is there evidence that plant proteins 
are more beneficial in nephritis than animal proteins. As with the normal person, the 
dietary protein of the patient should be of high biologic value. 


Meat, because of its high content of biologically complete protein, may contribute 
valuably to the protein needs of the nephritic patient. The nutritional importance of 
meat, however, is not limited to its contained protein. Meat also contributes highly 
significant amounts of iron and of the vitamin B complex, including niacin, panto- 
thenic acid, pyridoxine, riboflavin, thiamine, and the newly discovered vitamin By». 
Other salient features of meat in the dietary of the patient are its high palatability, its 
stimulation of the digestive processes, its satiety value, and its easy and practically 
complete digestibility. 


1. Mann, G. V., and Stare, F. J.: Nutritional Needs in Illness and Disease, Handbook of Nutrition, 
American Medical Association, ed. 2, Philadelphia, The Blakiston Company, 1951, chap. 17, p. 351. 

2. Weiss, S.: Diet and Bright’s Disease, Connecticut M. J. 5:496, 1941. 

3. Jolliffe, N., and Smith, H. W.: The Excretion of Urine in the Dog: II. The Urea and Creatinine 
Clearance on Cracker Meal Diet, Am. J. Physiol. 99:101, 1931. 

4. Van Slyke, D. D.; Rhoads, C. P.; Hiller A., and Alving, A.: The Relationship of the Urea Clearance 

to the Renal Blood Flow, Am. J. Physiol. 110:387, 1934. 


The Seal of Acceptance denotes that the nutri- 
tional statements made in this advertisement 
are acceptable to the Council on Foods and 
Nutrition of the American Medical Association. 


American Meat Institute 
Main Office, Chicago... Members Throughout the United States 
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ACCIDENT - HOSPITAL 


INSURANCE 


FOR PHYSICIANS, SURGEONS, DENTISTS 
EXCLUSIVELY 


PHYSICIANS 
SURGEONS 
OENTISTS 


ALL 


$8.00 
$25 weekly indemnity, accident and sickness Quarterly 
$10,000.00 accidental death $16.00 
$50 weekly indemnity, accident and sickness Quarterly 


$5,000.00 accidental death 


$15,000.00 accidental death $24.00 
$75 weekly indemnity, accident and sickness Quarterly 
$20,000.00 accidental death $32.00 
$100 weekly indemnity, accident and sickness Quarterly 
ALSO HOSPITAL EXPENSE FOR MEMBERS 
WIVES AND CHILDREN 
Cost has never exceeded amounts shown. 


85c¢ out of each $1.00 gross income used for 
members’ benefit 


$4,000,000.00 $17,000,000.00 


INVESTED ASSETS PAID FOR CLAIMS 
$200,000.00 deposited with State of Nebraska for protection 
of our members. 

Disability need not be incurred in line of iiiamearaaas from 
he beginning day of disability 


PHYSICIANS “CASUALTY ASSOCIATION 
PHYSICIANS HEALTH ASSOCIATION 


49 years under the same management 
400 First National Bank Building — OMAHA 2, NEBRASKA 


SICKNESS 


“My Suction Socket Leg 
 |sSoNeat. 


appearance. My 

clothes fit better, for with- 

- out belts and straps | wear 
the proper size skirts and 
dresses. My Suction Socket 

Leg is more comfortable 

~ and easier to use, and | can 
walk greater distances 
without tiring and climb. 
hills easier.” Many other 
wearers are also enjoying 
the freedom of this new 
Hanger Limb. Our record 
of 907, success with Suc- 

tion Socket Wearers is due 
to careful preliminary ex- 

__ amination and expert fitting 


HANGER 


RRTAFICIAL LIMBS 


527-529 S. Wells Street, Chicago 7, Illinois 
1912-14 Olive Street, St. Lovis 3, Missouri 


BOOK REVIEWS (Continued) 


psychoneuroses. The author is responsible for the re- 
cent revival of this type of treatment. The effects of 
carbon dioxide inhalations are complicated. Narcosis 
is induced by the high concentrations used (30% CO. 
and 70% oxygen), and there is a temporary alteration 
of almost every nervous activity. The convulsive re- 
action is generally minor, the emotional and sensory 
components being more striking. Carbon dioxide pro- 
duces acidosis, lowers brain metabolism, raises the 
threshold for nervous activity and increases the mem- 
brane potential of nerve. The result may be thought 
of as a subcortical release phenomenon due to cortical 
depression. 

The author purposely gave the treatments without 
accompanying psychotherapy of any kind. He reports 
68% improvement. 

The author has developed a rather elaborate neuro- 
physiological theory as a rationale for the approach to 
the treatment of psychoneuroses with carbon dioxide 
inhalations. 


This is an interesting presentation of the latest ad- 
dition to convulsant therapy in psychiatry. The treat- 
ments are simple, brief, and relatively effective consider- 
ing the resistance of most of the psychoneuroses to 
therapy of any kind. In the future it is possible, as 
the author states, that carbon dioxide therapy may be 
a new and satisfactory tool in the hands of the practi- 
tioner. However, there is yet much room for investi- 
gation in this field. 


BOOKS RECEIVED 


The following books have been received for reviewing, and 
are herewith acknowledged. This listing should be consid- 
ered as a sufficient return for the courtesy of the sender. 
Books that appear to be of unusual interest will be reviewed 
“aS space permits each month. Readers desiring additional 
information relative to books listed, may write the Editor who 
will gladly furnish same promptly. 


THE ROCKEFELLER FouNDATION DikEcTORY OF FELLOW- 
SHip Awarpbs, for the years 1917-1950, With an in- 
troduction by Chester I. Barnard, President of the 
Foundation, 49 West 49th Street, New York, N. Y. 


PLAstic SURGERY OF THE Noss, including reconstruc- 
tion of war injuries and of deformities from neo- 
plastic, traumatic, radiation, coagenital, and other 
causes, by James Barrett Brown, M.D., Professor 
of Clinical Surgery, Washington University School 
of Medicine, St. Louis, Missouri, Chief Consultant 
in Plastic Surgery, United States Veterans Admin- 
istration, Washington, D. C., Formerly Senior Con- 
sultant in Plastic Surgery, United States Army and 
in E.T.O. and Chief of Plastic Surgery, Valley Forge 
General Hospital, and Frank McDowell, M.D., As- 
sistant Professor of Clinical Surgery, Washington 
University School of Medicine, St. Louis, Mo.; 
with 379 illustrations including 48 in color; The C. 
V. Mosby Company, St. Louis, 1951; $15.00. 
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Not three...but Fou 


Four factors are now recognized 
~ in the treatment of peptic ulcer... 


Neutralizing hyperacidity. KOLANTYL includes a superior 
antacid combination (magnesium oxide and aluminum hydroxide, 
also a specific antipeptic) for two-way, balanced antacid activity. 


Protecting the crater. KOLANTYL includes a superior de- 
mulcent (methylcellulose, a synthetic mucin) which forms a 
protective coating over the ulcerated mucosa. 


3 Blocking spasm. KOLANTYL includes a superior antispasmodic 
(Bentyl) which provides direct smooth-muscle and parasym- 
pathetic-depressant qualities . . . without “belladonna backfire.” 


4. Inactivation of lysozyme ... with a proven antilysozyme, 
sodium lauryl sulfate. Laboratory research*** and clinical 
results * indicate that the enzyme lysozyme is one of the etiologic 

agents of peptic ulcer. By inhibiting or inactivating lysozyme, 
KOLANTYL—and only KOLANTYL—provides the important 


4th factor toward more complete control of peptic ulcer. 


DOSAGE: Two tablets every three hours as 
needed for relief. Mildly minted, Kolanty! tablets 
may be chewed or ene” aie: with ease. 


New York - CINCINNATI - Toronto 


1.Meyer, K. et al. Am. J. Med. 5:482,1948. 2. Wang, K. J. and Grossman, M. I. Am. J. Phys. 155:476,1948. 3.Grace, W. J. Am. J. Med. Se. 217:241,1949. 
4. Hufford, A. R. Rev. of Gastroenterology, 18:588, 1951. ‘Trademarks “Kolantyl,”’ “Bentyl” 
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Established 1901 
Licénsed by State of Mlinois 


225 Sheridan Road 


North Shore Health Resort 


on the shores of Lake Michigan 
WINNETKA, ILLINOIS 


NERVOUS and MENTAL DISORDERS 


ALCOHOLISM and DRUG ADDICTION 


Modern Methods of Treatment 
MODERATE RATES 


SAMUEL LIEBMAN, M.S., M.D. 
Medical Director 


Fully Approved by the 
American College of Surgeons 


Winnetka 6-0211 


BOOKS RECEIVED (Continued) 


A Course IN PractricAL THERAPEUTICS, by Martin 
Emil Rehfuss, M.D:, F.A.C.P., Professor of Clinical 
Medicine and Sutherland M. Prevost, Lecturer in 
Therapeutics, The Jefferson Medical College, Phil- 
adelphia; Attending Physician, The Jefferson Medi- 
cal College Hospital, Philadelphia, and Alison Howe 
Price, A.B., M.D., Associate Professor of Medicine, 
The Jefferson Medical College, Philadelphia; Asst. 
Physician to The Jefferson Medical College Hos- 
pital, Philadelphia; Chief of Diabetic Clinic, Curtis 
Clinic, Philadelphia, Second Edition, The Williams 
& Wilkins Company, Baltimore, 1951. 

BIoLoGicAL ANTAGONISM — The Theory of Biological 
Relativity. By Gustav J. Martin, Se.D., Research 
Director, The National Drug Company, Philadelphia ; 
Fhe Blakiston Company, New York, Toronto and 
Philadelphia ; 64 figures; 44 tables; 516 pages; $8.50. 

Antipiotic THErAPy. By Henry Welch, Ph.D., Di- 

rector, Division of Antibiotics, Food and Drug Ad- 

ministration, Federal Security Agency of the United 

States Government, and Charles N. Lewis, M.D., 

Medical Officer, Division of Antibiotics, Food and 

Drug Administration, Federal Security Agency of 

the United States Government. Foreword by Chester 

S. Keefer, M.D., Wade Professor of Medicine, 

Boston University School of Medicine, Chairman, 

Committee on Medicine and Chairman, Committee 

on Chemotherapy of the National Research Council ; 


The Arundel Press, Inc., Washington, D. C., 1951; 
$10.00. 

MEASUREMENT AND EVALUATION IN PHYSICAL, 
HEALTH, AND RECREATION EpucatTion. By Leonard 
A. Larson, B.A., B.P.E., M.Ed. Ph.D., Professor 
of Education, New York University, and Rachael 
Dunaven Yocom, B.A., M.A., Ph.D., Instructor in 
Education, New York University, Illustrated, The 
C. V. Mosby Company, St. Louis, 1951. $7.50. 

SURGERY OF THE OBLIQUE MUSCLES OF THE EYE. By 
Walter H. Fink, M.D., Minneapolis, Minnesota, 
With 93 illustrations including 18 in color. The 
C. V. Mosby Company, 5t, Louis, 1951, $8.75, 

Towarp Manuoop. By Herman N. Bundesen, M.D. 
J. B, Lippincott Company, Philadelphia and New 
York. $2.95. 

BACKACHE, Birth and Figure Relief by Seif-Revolving 
Hipbones. By William Schoenau, William Schoenau, 
Los Angeles. $2.00. 

TexTBooK or Rerraction: By Edwin Forbes Tait, 
M.D., Ph.D., Associate Professor of Ophthalmology, 
Temple University School of Medicine; Attending 
Surgeon (Ophthalmology), Temple University and 
Montgomery Hospitals. 418 pages with 93 figures. 
Philadelphia & London: W. B. Saunders Company, 
1951. $8.00. 

CHILDREN WHo Hate — The Disorganization and 
Breakdown of Behavior Controls, By Fritz Redi, 
Wayne University, and David Wineman, Merrill 
Palmer School, The Free Press, Glencoe. $3.50. 


Conducted for the care of non-infectious diseases 
end. mild nervous disorders by the Missionary 
Sisters of The Most Sacred Heart of Jesus. 


Medical Director 
Robert J. Schiffler, M.D. 


FOR REST and CONVALESCENCE once: competent Medical Supervision 
St Josephs Health Kesort WeDRON, ILLINOIS 


85 miles from Chicago, on the Fox River 


Literature and Rates upon Request — — — Telephone Ottawa 2780 


Offering medical attention, private cooms and 
baths, excellent meals, special diets, physio- and 
hydrotherapy and diagnostic medical laboratory 


facilities. 
Superintendent 
Sister Mary Severine 
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Grant Hospital Isotope Laboratory 


GRANT HOSPITAL 
551 Grant Place, Chicago 14, Illinois 
Diversey 8-6400 
Lindon Seed, M. D., Director 
Bertha Jaffe, M. D., Technician-in-Charge 
Theodore Fields, B. S., Consulting Physicist 


RADIOACTIVE IODINE IN THE DIAGNOSIS 
AND TREATMENT OF DISEASES OF THE THYROID 


VISCERAL INNERVATION AND ITS RELATION TO PER- 


sONALITY, By Albert Kuntz, M.D., Ph.D., Professor COSTEFF SANITARIUM 


of Anatomy, St. Louis University School of Medi- Mental and Nervous Disorders 
cine, St. Louis, Missouri. Charles C. Thomas, Pub- . Alcoholism and Drug Addiction 
lisher, Springfield. $4.50. ® SHOCK TREATMENT (Insulin, Metrazol 
UNnTowARD REACTIONS OF CoRTISONE AND AcTH. By Electro-shock) administered in suitable 


Vincent J. Derbes, M.D., F.A.C.P., and Thomas E. cases 
Weiss, M.D. Charles C. Thomas, Springfield, $2.25. @ ARTIFICIAL FEVER THERAPY 


ANNALS OF THE NEW YoRK ACADEMY OF SCIENCES, Home like environment, individual 
Volume 54, Art. 3. Pages 297-530. October 30, 1951. attention. MODERATE RATES. 
“Curare and Anti-Curare Agents” by K. R. Unna, Licensed by the State of Ilinois 
D. Bovet, W. D. M. Paton, and twenty-eight other HARRY COSTEFF, M. D., Medical Director 
authors. Illustrated. $4.00. 1109 NO. MADISON AVE., PEORIA, ILL. 
Phone 4-0156 Literature on request. 


Tuberculosis has long been considered in that class 


of diseases not exhibiting to any extent epidemic waves, .8.8.%.%.%te° atetetetetetatete® 
but having, instead, a high endemic incidence. HOw - 
ever, in communities where the incidence now has 
dropped to relatively low levels, we are becoming more 
and more aware of explosive outbreaks of tuberculosis. 
The previous, relatively constant level of endemicity 
we now realize was merely the closely grouped climaxes 
of myriads of epidemics producing the illusion of a 
smooth curve. It is the difference between being unable 
to see clear-cut patterns of waves in a pool of water 

PAINT ON 
when one peppers the surface with dozens of pebbles, FINGERTIPS 
and seeing only one clear pattern after énaping one USE TH UM IN STUBBORN #7 20 
pebble on a mirror-like surface. Tomorrow’s Horizon THUMB-SUCKING CASES T00... 
in Pub. Health, James E. Perkins, M.D., Tr. 1950 ee i 
Conf. Pub. Health A, New York City. 


FOR THE DIAGNOSIS AND TREATMENT OF 
MENTAL and NERVOUS DISORDERS 
atrucew featuring all recognized forms of therapy including — 
ELECTRONARCOSIS 
ELECTRIC SHOCK 
HYPERPYREXIA 
2828 S. PRAIRIE AVE. INSULIN 
CHICAGO 16 NEWEST TREATMENTS FOR ALCOHOLISM 
Phone CAlumet 5-4588 J. DENNIS FREUND, M.D. 
Registered with the American Medical Association, Medical Director and Superintendent 
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NERVOUS and MENTAL DISEASE 


FOR MILD CASES FOR SEVERE CASES 


MICHELL MICHELL 
FARM SANATORIUM 


Licensed by State of Illinois 


INFORMATION ON REQUEST 
106 North Glen Oak Ave., Ph. 3-5179, Peoria, Ill. 


HEPATITIS PROPHYLAXIS 


It is well to consider some of the important 
principles to be considered in the prevention of 
viral hepatitis. Proper sanitary measures and 
proper sterilization of needles and syringes are 
extremely important. ‘There is no known meth- 
od of active immunization against infectious 
hepatitis although passive immunization of in- 
dividuals exposed to infectious hepatitis by in- 
tramuscular injection of gamma globulin can be 
expected to offer some protection. This is ad- 
visable in the presence of an epidemic. How- 
ever, this protection may not be expected to 
last over 6 to 10 weeks. This temporary passive 
immunity by the use of gamma globulin has 
proved to be extremely effective in the presence 
of epidemics of this disease. A more careful 
screening of blood or plasma donors should be 
done in an effort to protect possible recipients 
of pooled plasma. We know that healthy car- 
riers of the viral hepatitis virus exist. There 
is no known method as yet of excluding donors 
or treating whole blood which is capable of com- 
pletely eliminating this virus. In the hope of 
making plasma, at least, free of virus, irradia- 


tion with ultra-violet rays of all plasma has been 
employed. Almost all commercially available 
plasma is now irradiated. However, even ir- 
radiated plasma may not be free from the hepati- 
tis virus since numerous cases of viral hepatitis 
have been reported in the literature during the 
past year which were probably transmitted by 
the use of irradiated plasma. Excerpt: Viral 
Hepatitis—Diagnosis and Treatment, Lamb B, 
Myhr, M.D., Jackson, Tenn., J. Tenn. S.M.A,, 
June, 1951. 


CARCINOMA OF THE UTERUS 


The consensus of experience is that the pref- 
erable treatment of carcinoma of the corpus 
uteri is preoperative irradiation followed in from 
four to six weeks by total abdominal hysterecto- 
my, bilateral salpingo-oophorectomy, and partial 
vaginectomy. The preoperative radiation dosage 
is 3,000 to 3,500 mg. hours delivered via corpus 
applicator. The advantages of preoperative ir- 
radiation outweigh the disadvantages, and this 
therapy is indicated for the following reasons: 
1. With irradiation of sensitive carcinomas, 
some of the more anaplastic ones are completely 


FOR THE TREATMENT OF TUBERCULOSIS 


Jerome R. Head, M.D.—Chief of Staff 
Ideally situated — beautiful landscaped surroundings — modern buildings and equipment 
A-A rating by Illinois Department of Health 
Full approval of the American College of Surgeons 
Active Institutional member of the American Hospital Association 
For detailed information apply to— 


Business Office at the Sanatorium nr 


NAPERVILLE, ILLINOIS 


Mlinois Medical Journal 


- 
a 
“4 
* c 
a 


been 
lable 


1 ir 


pati- 
atitis 
r the 
d by 
Viral 
b B. 


urnal 


in the menopause... © 


“all patients described a sense of well-being [with ‘Premarin’ ] .”’ 
Neustaedter, T.- Am. J. Obst. & Gynec. 46:530 (Oct.) 1943 


99 
ji estrogenic substances (water-soluble } 
® also known as conjugated estrogens (equine) 


highly effective - orally active - well tolerated - imparts a feeling of well-being 


‘erst, McKenna & Harrison Limited + 22 East 40th Street, New York 16, New York 
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EYELID DERMATITIS 
Frequent symptom of 
nall tacquer allergy 


At last, a nail 
In 7 lustrous 


1036 VAN BUR 


AR-EX COSMETICS, 4NC. 


Classified Ads 


RATES FOR CLASSIFIED ADVERTISEMENTS—For 30 words or less: 1 
insertion, $3.00; 3 insertions, $8.00; 6 insertions, $14.00; 12 insertions, 
$24.00; from 30 to 50 words: 1 insertion, $4.00; 3 insertions, $10.50; 
6 insertions, $20.00; 12 insertions, $30.00. Extra words: 1 insert’on 
10¢ each; 3 insertions, 25¢ each; 6 insertions, 49¢ each; 12 inserticns, 
50c each. A fee of 25¢ is charged for those advert’sers who have asnwers 
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WANTED: Physician for general practice, recent graduate A-1  schorl, 
especial interest and training pediatrics, for progressive association with 
busy general physician and surgeon hospital like office, x-ray, clinical 
laboratory, class A hospital open staff. Starting salary $500.00 month 
or percentage. Must be interested, hard worker. Full details and photo- 
oe oe letter. Write Box 178, Ill. Med Jl., 30 N. Michigan, Chicags 


THIS HAPPENED IN ENGLAND 


I remember well the astonishment and the 
sinking of the heart with which I heard and 
afterwards read this passage. That the question 
“Is private practice worth preserving?” should 
be seriously asked seemed at once amazing and 
ominous. I waited for a debate or a reply, but 
none came. This was 1942. Doctors and pa- 
tients had other things to think of. Private 
practice had been in the trough of the wave 
since 1939. Many doctors were in the Services ; 
families and practices were broken up. Country 
doctors were smothered by “evacuees”; some 
town doctors had no patients left. The question 
was not put, debated or answered. It went by 
default. All political parties swallowed “Social 
Security” and “Assumption B” hook, line and 
sinker. The rest followed—the fatal contribu- 
tion, the Appointed Day—and here we are in 
1951 with private practice alive but sorely 
wounded and the question still not put nor an- 
swered. “Is private practice worth preserving ?” 
Excerpt: The Case for Private Practice, Dr. 
Lindsey W. Batten, N. Y. M., Sept. 5, 1951. 
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THE RUPTURED PEPTIC ULCER 


The differential diagnosis of acute perforated 
peptic ulcer is with appendicitis, acute cholecys- 
titis, acute pancreatitis and sometimes a dis- 
secting aneurysm. A ruptured peptic ulcer can 
produce typical findings of acute appendicitis 
because the exudate and irritating fluid may 
quickly flow down the right paracolic gutter and 
give tenderness and spasm of a marked degree 
largely localized in the right lower quadrant. 
There were three patients in whom a McBurney’s 
incision in the right lower quadrant was per- 
formed primarily because of suspected appen- 
dicitis. The appendix was found to be normal in 
these cases and a right paramedian incision was 
then made, followed by simple closure of the 
perforated peptic ulcer. Cholecystitis may close- 
ly simulate a ruptured peptic ulcer. History and 
more localized physical findings of gallbladder 
disease help to differentiate this condition. It 
is important that a serum amylase be run with- 
in the first 24 hours when acute pancreatitis is 
suspected. Excerpt: Acute Perforated Peptte 
ulcer, Mabry E. Garner, M.D., and Robert A. 
Hamrick, M.D., Fairfield, Ala., J.M.A. Ala., 
June, 1951. 


The decline in the tuberculosis mortality rate is 
indeed encouraging, but through the extension and im- 
provement of our case-finding procedures, we actually 
know of more cases today than in the past. Further- 
more, there is good reason to believe that the morbidity 
rate for tuberculosis (that is, the number of cases of 
tuberculosis developing each year per one hundred 
thousand population) is not declining at the same rate 
the mortality rate has declined. Those who are living 
and ill with tuberculosis form the public health prob- 
lem; not those who are gone and beyond our help. 
James E. Perkins, M.D., Journal Lancet, April, 1951. 
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EX HYPO-ALLERGENIC NAIL POLISH 


In clinical tests proved SAFE for 98% 
of women who could wear no other 
polish used. 
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